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New—Cecil’s Medicine —Re-made 


Yes—“new”—“re-made’”—are the correct words to use in describing the 
brand new (2nd) edition of Cecil’s “Medicine” which has just come from 
our presses. The book had to be entirely reset because of the great num- 
ber of changes necessitated by the recent rapid developments in applied 
medicine. Every one of the 135 contributors to this unique book was giv- 
en carte blanche. The new (2nd) edition had positively to represent to- 
day’s approved practice. New chapters include tularemia, snake venom 
poisoning, atelectasis of the lungs, creeping eruption, oroya fever, brucella: 
abortus infections, essential hypertension, agranulocytic angina, arthritis. 


There is no other work on the practice of medicine like this one. It is a collection of monographs in one 
volume, each monograph written by an outstanding authority. Indeed, the list of authors reads like a medical 
“Who’s Who’’. Every one of them is a teacher, so that the presentations are in a form specially acceptable 
to all those interested in the study and application of medical knowledge. 


Edwin A. Locke, Harvard Medical School, says: ‘‘It is a work of very great excellence. I cannot conceive, 
a I look over the contributors, that it could be otherwise.’’ 

Eugene F. DuBois, Cornell Medical School, says: ‘‘The bock has been in constant use since it arrived, and I 
have heard of no comments that are not highly favorable.’’ 


Octavo of 1592 pages, illustrated. By 135 American authorities. Edited by Russeri L. Ceci, M.D., Assistant Professor of Clinical Medicine, 
Cornell Medical School. Cloth, $9.00 net. 
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HEALTH, SCIENCE AND VIVISECTION* 


BY JOHN B. DEAVER, M.D.f 


HERE is no period in history in which the 

subject of public health has received the at- 
tention it enjoys today. As a natural corollary 
to this it may be truthfully said that this is the 
healthiest period mankind has ever known. 
We are apt to accept these facts without giving 
much thought to the steps that led up to this 
eratifying state of affairs. It occurred to me 
that it might be of interest to trace in brief out- 
line these various stages as they pertain to, and 
are combined in, the subjects of Health, Science 
and Vivisection. 

That medicine is a progressive science is self- 
evident, for in the vocabulary of science there 
is no such thing as stagnation. We must either 
advanee or go backward. This applies likewise 
to every phase of active life. The business meth- 
ods of our forefathers would find little success 
today, nor would the housekeeping of our grand- 
mothers suffice for the housewife of today. In- 
deed, the modernization of household methods 
is an essential factor in the cure of that uni- 
versal malady, servangitis. In educational mat- 
ters, also. it is a far ery from the little red 
schoolhouse to our imposing public school and 
college buildings, both externally and internally, 
as regards physical equipment and educational 
facilities. Whether these changes have always 
been for the best is a matter of opinion, but all 
must agree that in the long run the progress 
has been advantageous, and that the one object 
that makes all these endeavors kin is the better- 
ment of the human race. Unlike the progress 
in the physical sciences and the arts of engineer- 
ing and of industry, the forward step of the 
medical sciences was a slow one until it received 
its remarkable impetus in the middle of the last 
century from the discovery of anesthesia and 
the rise of the biological sciences. The advances 
made since then have been greater than in all 
the preceding centuries of history. 

From the public health point of view the first 
concerted movement in this direction was the 
discovery by Jenner, in 1796, of vaccination for 
smallpox. Although this originated in a coun- 
try tradition that dairy maids who contracted 
cow pox through milking cows were never af- 
flicted with smallpox, Jenner, by his experi- 
ments on the human subject, established vae- 
cination as a practical ‘‘ prophylactic principle’’. 

*Read at Clinical Conference of the St. Louis Clinics, St. 
Louis, Mo., June 9, 1930. 

+ Deaver—Surgeon-in-Chief, Lankenau Hospital, Philadelphia, 


Pa. For record and address of author see ‘‘This Week’s Issue’’, 
page 647. 





While it is generally admitted that Jenner’s 
work was based less on scientific investigation 
than on empiric observation (amounting, it is 
true, almost to genius), nevertheless it laid the 
foundations for the principles of immunization 
and the sciences of serology and serotherapy so 
indispensable for the control of communicable 
diseases and medical progress in general. Small- 
pox was formerly accepted to be as inevitable 
an event in one’s life as love and death. To- 
day an attack of smallpox is the tribute paid 
to the gods of ignorance or bigotry; and an epi- 
demic of the disease is a disgrace to the com- 
munity in which it arises. Nevertheless, here 
and there a sufficient number of benighted indi- 
viduals can be found who endeavor to oppose, 
and alas often succeed in opposing, this practical- 
ly innocuous measure by legislation; they base 
their objections on a few sporadic deaths from 
vaccination, nearly all of which can be traced to 
faulty technique, and also on the comparatively 
rare ease of post vaccinal encephalitis, and 
they cherish an antiquated notion that com- 
pulsory legislation of this kind interferes with 
personal liberty. I venture to say that the dis- 
torted vision of these same individuals fails to 
see any interference with personal liberty in 
the piece of legislation under which we are la- 
boring at this time, with its devastating effect 
on the moral health of our citizenry and its con- 
fusion of right and wrong. 


As I have said, from Jenner’s empiric work 
originated the science of immunology to which 
we owe the control of one infectious disease after 
another, and which more than any other thing 
has changed the concept of medicine from cure 
to prevention. It is true that the better part of 
a century passed before the discovery of bac- 
terial infection by Pasteur provided the sci- 
entific principles on which immunology rests, 
but once established, they developed at a steady 
pace, so that today we are provided with prophy- 
lactic measures against rabies, tetanus, syphilis, 
diphtheria, tuberculosis, typhoid fever, scarlet 
fever, anthrax, cholera, malaria, yellow fever, 
ete. I need scarcely tell you that the progres- 
sive control of these diseases would not have been 
possible without experimental research, which 
means animal experimentation. Here again the 
benighted obstructionist is at work to stay the 
hand of the humanitarian. A remarkable out- 
come of this warfare against preventable dis- 
ease is the development of diagnostic and sus- 
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ceptibility tests, such as the Wassermann test 
for syphilis, the Schick test for diphtheria and 
the Dick test for scarlet fever. What a boon a 
similar test for cancer would be! What a sav- 
ing of suffering and of life it would involve, for 
it is upon early diagnosis and of course early 
treatment that prognosis of this dread disease 
depends! 

There is hope in sight. Gruskin, now work- 
ing in the Lankenau Research Institute, brought 
with him a blood test that he has devised, which, 
although still in the experimental stage, has 
proven successful in so large a series of cases 
and so much more reliable than any other test 
as yet offered, that there is much reason for our 
confidence that the Gruskin test bids fair to 
supply a sorely needed aid in the diagnosis of 
early cancer. Busy brains in the same labora- 
tory are searching for the cause of cancer. One 
of the vital questions in the work is the chem- 
istry of cell division and cell multiplication. In- 
tense study, long hours and hard work, during 
the past three years, are at last beginning to 
show results. Animals and plants were used 
in these experiments. We know that in beans, 
peas, corn, onions, paramecia, as well as in rats 
and mice, there is to be found a certain special 
form of sulphur necessary to make eells divide 
and multiply. This sulphur compound has been 
applied to assist wound healing, leg ulcers, ete., 
with astonishing results. Do you think that 
any of our patients who have had leg ulcers, of 
ten years’ or more standing, completely healed 
after a short course of treatment with this com- 
pound have any regrets for the rats and mice 
that died in order that the patients in question 
might be cured of their ulcers? 


We take the routine tests and their corre- 
sponding curative measures at our command as 
matters of course, but how many of us realize 
the patient investigation, the trials and tribula- 
tions that went into their consummation? For 
example, it took 606 different chemical com- 
pounds, thousands of trials, and many years of 
study before Ehrlich finally produced salvarsan 
as a cure for syphilis. That alone should en- 
courage the research worker in his quest for the 
cause of cancer, which is now, beyond all doubt, 
the greatest menace to human well-being. Suc- 
cess in this, however, is as little imaginable as 
it would have been for Ehrlich without animal 
experimentation and without the liberal en- 
couragement of the wealthy philanthropist who 
regards his wealth as a trust to be expended for 
the betterment of the human race, although he 
may not live to see the realization of the par- 
ticular phase of research he is fostering. 

Very few persons realize the exact meaning of 
the much overworked term, research. The pop- 
ular idea is that it means the pursuit of some 
suddenly conceived notion. This is entirely 
false. Particularly in the medical sciences, re- 
search means a definitely asked question, a care- 
fully laid plan for slow, successive steps in 





which hardly is one point gained than another 


question arises, for the science of observation 
has no limitations, and every victory achieved 
is but the forerunner of a new one to be at- 
tained. It means, first of all, collecting and 
comparing a vast array of clinical facts to 
find out what the problem is, correlating them 
with what theoretical and practical answers 
the laboratory has obtained, mainly from ani- 
mal experiments; then planning for the progress 
that medicine and surgery demand. A sad 
sidelight of evolution is encountered when it 
is found that animals have not evolved up to, 
or have evolved away from, the exigencies of 
certain investigations and the human subject 
has to be used for the tests. Therein lies real 
tragedy. 

One of the outstanding examples of such a 
tragedy is, as you all know, the heroic self- 
sacrifice of Lazear, Reed and their assistants in 
demonstrating the cause of yellow fever; their 
sacrifice made possible the building of the Pan- 
ama Canal, the consummation of which has 
changed a death trap into one of the most de- 
lightful places in which to live, to say nothing 
of its material contribution to science and com- 
merece. Would the obstructionist be as ready to 
make a similar supreme sacrifice in the interest 
of a better and healthier civilization? I doubt 
it. Does he refuse to accept the benefits of these 
discoveries? He does not. 


Sickness has been well described as nature’s 
experiment on mankind. It is up to man as 
best he can to combat these experiments so full 
of mystery and confusion. This warfare of sci- 
ence, in fact, is the only legitimate warfare, for 
its ultimate object is not to destroy, but to con- 
serve life, human life and animal life as well. 

In the quest for truth, philosophical thought 
has passed from the age of feeling, through 
the age of reasoning, to the age of experiment 
correlated with observation. This latest period, 
announced by Bacon in his Novum Organum, 
however, was already foreshadowed early in the 
17th century by that most signal and funda- 
mental contribution to the physiological sciences, 
Harvey’s discovery of the circulation of the 
blood and his equally important demonstration 
that by comparative experiments on different 
animals the nature and working of the human 
body can be revealed, enabling man thus to 
“*inerease his power and happiness and wisdom 
and protect himself from suffering and disease’’. 

Later on, the work of the anatomists and 
physiologists, particularly that of Hunter and 
his disciples, added greatly to our knowledge of 
anatomy, based, of course, on their observations 
on the living animal and postmortem study. 
The real era of experimental work, however, 
came with the onset of that remarkable period 
in medical annals, the middle of the last century, 
which marks the beginnings of modern medicine 
and surgery. This experimental era had its in- 
ception with the work of the Frenchman, Claude 
Bernard, who demonstrated that the phenomena 
of living bodies could be the subject of exact 
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experimental inquiry. Physiologists at this 
time were divided into morphologists and vital- 
ists, the former believing in an organic principle 
that determined rather than explained the form 
and activity of human beings, and the latter 
that their actions were based on physico-chemi- 
eal agents. Vitalism was the dominant theory, 
especially in medical science in France, when 
Bernard began his work. The way for his ex- 
perimental inquiry, however, was opened by 
‘‘a modified vitalism’’, evolved by Bernard’s 
master, Magendie, with whom he later became 
associated. Modified vitalism divided the phe- 
nomenon of living beings into two classes: those 
which ean be attributed to the chemico-physical 
causes and can be studied by experimental meth- 
ods, and those which are dependent only on the 
action of a vital force and which are beyond 
inquiry and whose ‘‘ecauses mock alike our con- 
ceptions and our curiosity.’’ Resigning him- 
self to the mystery of the latter, Magendie threw 
himself heart and soul into experimental work 
to the exclusion of other means of inquiry. 
Bernard became Magendie’s assistant and by 
his genius was soon able to strike out on a path 
for himself between the limitations of the vital- 
ists and the exaggeration of the purely experi- 
mentalists like Magendie. 

Besides his valuable and numerous contribu- 
tions to the anatomy and physiology of the cen- 
tral nervous system, Bernard’s signal discoveries 
relate to the sugar-producing function of the 
liver, which, together with later researches on 
the properties and the function of the pancreas, 
represent the germs of what we now know of 
the causation of diabetes. Bernard worked in 
the laboratory, indeed the simplest kind of lab- 
oratory located in a damp and low eellar, and 
by his observation on different animals laid the 
foundations on which we are still building up 
our knowledge of the processes of nutrition and 
digestion. In no other way could these and 
innumerable other problems that confronted and 
still confront us be solved. 

I need but call attention to the control of 
diabetes by insulin, a subject familiar to each 
and every one of my audience, to help you realize 
how gradual are the steps that lead to whatever 
progress we have made in the improvement of 
health and the prolongation of life. After Ber- 
nard’s revelations, the function of the pancreas 
became the subject of intensive research, par- 
ticularly by Mering and Minkowski. It was 
soon discovered that complete removal of the 
pancreas in animals was followed by death from 
diabetes. This gradually led to the conclusion 
that there must be some part of the organ that 
is essential for the utilization of sugar. Pa- 
tient, persevering search finally demonstrated 
that this function resides in certain cells, com- 
prising what are known as the Islets of Langer- 
hans. This was in 1889. Although investiga- 
tors gave the term insulin to this unknown mat- 
ter residing in the cells, all efforts to isolate it 








were unsuccessful until 1922, when Banting 
and Best finally triumphed and brought the sub- 
stance—insulin— from its hiding place. Only 
diabetics who use it, and their friends and rela- 
tives who see them maintained in comparatively 
comfortable health by the use of this discovery, 
without which life would be misery and quick 
death a certainty and a relief, can appreciate 
what experiments on dogs, rabbits and other ani- 
mals have achieved in this single instance. 

Fortunately the experimental animal today 
participates with man in the blessing of anes- 
thesia that has ‘‘decreed the death of pain’’. 
Moreover, it is well to remember the term ‘‘viv- 
isection’’ is not entirely accurate. Not all in- 
vestigations are cutting operations. Most ex- 
periments are inoculations, which are painless. 
It has been well said that ‘‘animals kept for 
inoculation, on the whole, suffer less pain than 
in the struggle for existence in their natural 
surroundings or under certain working condi- 
tions’’. Likewise, many tests for the standard- 
ization of drugs have to be made on animals, 
and animals must be used for the preparation 
of vaccines, bacterins, antitoxins, ete. Can any- 
one imagine what would be the state of public 
health without these admirable adjuncts to diag- 
nosis and treatment? 

Animal experimentation is so intimately bound 
up with the economic and social structure of 
life that it would be impossible merely to make 
a list of its numerous ramifications. Take only 
one example, the control of infectious diseases 
of animals. This has not only spared dumb 
creatures untold suffering, but has been of in- 
estimable value in the life of the farmer, the 
dairyman and other animal industries. It means 
reduced losses, inereased production, cheaper 
food and wearing apparel, to say nothing 
of the saving of human life from only one 
of the animal infections communicable to hu- 
man beings, tuberculosis. 

Naturally, my personal interest is aroused by 
the contributions of animal experiment to the 
advanees of surgery. Here likewise the list is 
a long and impressive one. I have no hesitancy 
in saying that the curriculum of every medical 
school should, by right, inelude a course for 
senior students of operative surgery on animals. 
This, to my mind, is an essential and proper 
preparation for the practice of medicine in gen- 
eral and particularly for the student who con- 
templates shouldering the responsibilities of hu- 
man surgery. Personally, if I should have to be 
operated upon, I would prefer the surgeon who 
has gained his technique by working on a large 
number of animals than one who has had a lim- 
ited experience in operations on the human sub- 
ject. I am sure that many of you agree with me. 
Indeed, I would have every intelligent man and 
woman in this audience and elsewhere give this 
subject serious thought, because even though 
some medical schools have such a course, there 
are many others who would gladly institute the 
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work, but are hampered by the state laws that 
forbid the use of dogs as experimental animals. 
The responsibility for such limitations, therefore, 
rests upon those legislators who, either through 
ignorance of the value of experimental work 
or for political reasons, are willing to check the 
further progress of the medical sciences and 
turn a deaf ear to the benefits to themselves and 
their fellow beings that accrue from legitimate 
experimental work. 

Before proceeding to enumerate a few of these 
advances, let me say that when experiment re- 
quires a cutting operation, the animal enjoys 
not only the benefit of anesthesia but also the 
same aseptic precautions as does the human sub- 
ject on the operating table. Indeed, under any 
other conditions the experiments would be val- 
ueless; the operation cannot be properly done 
unless the animal is quiet and relaxed and the 
results would be vitiated if the wound became 
seriously infected. In surgery, where would we 
be if we had not learned from our study on 
animals the life-saving operations that are al- 
most daily occurrences, such as the removal of 
the thyroid gland or of a diseased kidney; the 
wonderful operations on the brain, the bones, 
and even the heart; and last but not least, the 
surgical treatment of various diseases of the 
stomach and intestines. 

When, in 1876, certain German surgeons ex- 
perimented on the stomach of dogs, they found, 
to their surprise, that after removing parts of 
the stomach, the eut ends, when brought to- 
gether, healed as kindly as any wound of the 
skin and, contrary to the common belief, were 
not digested by the gastric juice. This is the 
basis of the operations we now do for the cure 
of stomach and duodenal ulcers, and for the 
alleviation and oftentimes the cure of cancer 
of the stomach. Removing an inflamed appendix 
or a diseased gall bladder is a common occur- 
rence and has snatched many a life from the 
hands of death. Without experimental work on 
animals we would still be accepting the mor- 
bidity and the mortality of these conditions as 
‘‘visitations of Providence’’. In former days 
a woman with ovarian or uterine disease led a 


ing death. Today, as the result of experimental 
research, the removal of diseased pelvic organs 
has restored numerous mothers to their families 
in health and comfort. Formerly a person with 
a strangulated hernia was doomed to death un- 
less operated early. Today we can save some 
late cases because animal experimentation has 
taught us that death results from the poisons 
absorbed from the bowel, which is temporarily 
paralyzed, and that life can be saved by open- 
ing the bowel above the strangulation, allowing 
the septic contents to escape and restoring the 
bowel to its normal condition. Thus I could 
go on indefinitely. 

Since the inauguration of antisepsis and asep- 
sis, for which animal experimentation was indis- 
pensable, the progress of surgery has been as- 
tounding. Besides opening up the abdomen to 
the surgeon it has also made way for rapid 
strides in the surgery of the brain, the heart, 
the lungs, and the esophagus. Tetanus after 
operation, or even after accidents, can be 
avoided; compound fractures, which formerly 
had a death rate of about 60 per cent., now en- 
joy almost 100 per cent. recoveries, the mortality 
being about one per cent. Blood transfusions 
have saved innumerable lives, doomed to perish 
from hemorrhage. 

Of what achievements can the enemies of ex- 
perimental investigation boast? Have their ef- 
forts saved any lives, banished or reduced any 
disease, added to the progress of commerce and 
industry? What they have done is to cause 
hundreds of thousands of dollars to be em- 
ployed in a campaign of vituperation and mis- 
representation that might be put to infinitely 
better use for the health and happiness of their 
fellow men. 

In conclusion, let me say that national pros- 
perity means not only wealth but health—moral 
and physical health. Both are dependent on 
research. Let us thank the Lord who gave man 
dominion over animals and let us be grateful 
for the men and women who, using the animals 
in merey and kindness, are devoting their best 
efforts to gain and to broadeast the new knowl- 
edge on which depend the happiness, the wel- 
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fare and the progress of mankind. 
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SOME EFFICIENCY PROBLEMS IN 
APPLIED SURGERY* 


BY ERNEST L. 


OR an occasion so momentous to an individual 
as this, wherein an opportunity is accorded 
which comes to him but once in a professional 
lifetime, the choice of a subject is a serious mat- 
ter. If one is to reciprocate the honor bestowed 
upon him, the subject must not only be of in- 


*Annual Oration before the Worcester District Medical Soci- 
ety, May 14, 1930. 

_tHunt—Director, Division of Surgery, Worcester City Hos- 
pital, Worcester, Mass. For record and address of author see 
“This Week’s Issue’, page 647. 
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terest but should be one upon which the author 
has information at first hand likely to be of 
some use to his hearers and conveyed in a man- 
ner to insure it a pleasant reception. 

IT am quite aware that modern surgery has, 
by its achievements, won the respect of most 
erstwhile sceptics and needs no apologist, but I 
premise my hope for your interest on the fact 
that all of you either operate or refer your pa- 
tients for operation at need; my hope that I 
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have information of some little usefulness upon 
the fact that I have amused myself for the 
past 10 years in trying to detect the curable 
imperfections of surgery ; my hope of a pleasing 
impression upon the historic good-nature of this 
well-fed group of doctors. 

As my approach to the field of surgery was 
through the laboratory and postmortem room, 
I arrived with as wholesome a respect for its 
harmfulness as admiration for its beneficence. I 
also had a conviction that average surgery did 
not live up to the standards set by the masters 
in their home clinics. 

Since 1914-1916, when Dr. E. A. Codman so 
fearlessly challenged the established customs and 
practices of hospital government and proposed 
his system for measuring the efficiency of sur- 
gery by auditing the cases according to both the 
immediate and final outcome, there has been tre- 
mendous expansion in the surgical treatment of 
disease, and in the growth of hospitals the world 
over. Hundreds of young men have entered the 
field of surgery, some to attain eminence, but 
more like myself, to fill routine hospital positions 
and follow the leaders as our gifts and oppor- 
tunities permit. 

Dr. Codman was in advance of his time. The 
force and logie of his contentions, at first per- 
ceived by a few, have since gained wide ac- 
ceptance.. From diverse sources in increasing 
volume and strength have come approval and 
further contributions toward clearer ideals and 
new ethical standards based upon the general 
concept that the art of surgery is a precious trust 
to be administered by the hospitals and surgeons 
for its rightful beneficiaries, the patients, and 
that honest and complete study of end-results 
is the fairest measure of their faithfulness to that 
trust. 

All of us have reason to be grateful to the 
American College of Surgeons for taking up the 
cause and, by guidance and pressure of enlight- 
ened public opinion, bringing a majority of the 
hospitals to a minimum standard of ethies and 
equipment. This great thing having been accom- 
plished, the challenge is now to the surgeons so 
to apply their art that a maximum of benefit 
and a minimum of harm shall accrue to their 
patients. This sounds axiomatic, but it is clear 
that unless methods for ascertaining and record- 
ing end results exist and are honestly practiced, 
the claim by any hospital that patients receive 
the best possible surgical care may express good 
intention but is not based on measured accom- 
plishment. 

At the present time the knowledge of surgical 
technique is so widely diffused that young grad- 
uates do with ease and safety many opera- 
tions of the types upon which great reputations 
were made by the surgeons of an earlier day. 
The unique and wonderful of yesterday is the 
commonplace of today. 

But the relative safety bestowed upon opera- 
tive procedures by modern aseptie technique has 





become of itself a danger in that a little train- 
ing in the operating rooms is too often consid- 
ered to be the making of a surgeon and even 
those of experience and skill are tempted into 
unexplored fields. 

Neither the general public nor, at times, even 
hospital trustees discriminate too carefully as to 
the qualifications of those to whom they entrust 
the responsibilities of surgery nor limit their 
range of activities to fields in which they are 
known to be skilled. 

Since most of the surgery is now done in hos- 
pitals, it is impossible to discuss applied surgery 
apart from the vehicle through which it fune- 
tions. The surgeon and the hospital are in 
partnership, he to furnish the diagnostic ability, 
judgment, directing care of the patients, manual 
skill and legal responsibility, while the institu- 
tion furnishes the organization for board and 
nursing care, technical assistants in operating 
rooms, laboratories, ete. In earlier days, hos- 
pitals were built around personalities and repu- 
tations. Nowadays the hospital is the larger 
power in the partnership and the surgeon is but 
one element in the organization—important in- 
deed but always replaceable in any adequately 
organized institution. 

Every institution has the duty of protecting 
its patients from incompetence; therefore it 
should recognize its responsibility to the future 
and provide for the systematic development of 
the younger surgeon through training and ex- 
perience properly supervised and graded to his 
progress. Limitation of opportunity to the sur- 
geon’s demonstrated experience and skill is es- 
sential to the safety of patients. It should, how- 
ever, be predicated upon a systematic course of 
training to develop the skill and judgment re- 
quired. 

Hospitals, of course, differ in type and in the 
character of the work they do. I speak from 
the point of view of one trained and experienced 
in the general hospital maintained by a munic- 
ipality primarily for the treatment of the poor, 
though the evolution of hospital service has 
somewhat altered that conception. Today Wor- 
eester City Hospital serves all strata of the 
population, but the majority of its surgical cases 
are found in the general wards and receive their 
surgical attention without having to pay the full 
cost of board and eare, and but rarely a surgeon’s 
fee. Obviously the character of the work differs 
materially from that found in private or en- 
dowed clinics. Severe traumatisms, acute 
emergencies of all kinds, surgical conditions in 
persons having constitutions undermined by 
hard living conditions or alcohol, belated malig- 
nancies and the aged prostaties fill a large per- 
centage of our beds. I desire to make it per- 
fectly clear that I would not feel free to present 
and discuss the results of my studies at Wor- 
eester City Hospital did I not feel assured that 
our problems are those of surgery and of hos- 
pitals of similar type everywhere. 
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The functions of such a hospital I conceive to 
be primary, or clinical, and secondary, or educa- 
tional. Its primary concern is to afford a refuge 
to those suffering from bodily ills wherein they 
will find rest, sustenance, competent nursing 
care and all resources of medical science to re- 
store them to well-being and productivity. The 
hospital’s job is not done until the maximum of 
possible health is secured and the patient back 
at work. No other function of the hospital can 
be allowed to interfere with or detract from this 
one. 

The secondary functions are: (1) The ad- 
vancement of medical science through research ; 
(2) the education of the staff through study, ex- 
perience and practice; (3) the training of young 
men in both clinical and administrative fields; 
(4) the training of young women and a few 
young men as nurses, technicians, and hospital 
librarians; (5) the education and guidance of 
the public in general health matters and the 
dissemination of information upon the develop- 
ments of medical and social sciences. 

With the possible exception of the last, all 
these secondary functions are vital to the main- 
tenance of the primary function. The highest 
expression and most searching test of an insti- 
tution’s efficiency in the execution of its pri- 
mary function is its success in applied surgery. 
As a premise no one will deny the promotion of 
efficiency to be an object worthy of much atten- 
tion, study, experimentation and care. It is 
when we get down to specific details that we run 
against obstacles of which prejudgment and the 
human tendency to denounce without trial are 
outstanding examples. 

To determine the degree of efficiency with 
which any machine functions it is necessary to 
measure both the quantity and quality of its out- 
put and if part of it is found imperfect, it is 
necessary to inquire into the reasons. Is it a de- 
fective part, a wrong adjustment; is the operator 
unskilled, or the material of poor quality? Un- 
less imperfect products ean be eliminated, profits 
will be cut and in the business world that is the 
unforgivable sin. 

So in applied surgery it is more useful to 
study the reasons for failure than to acclaim sue- 
cess. We must get the habit of regarding com- 
plete success as the normal. Failure to attain 
the normal is the defect which calls for attention 
and upon its causes our best investigative efforts 
should be focused. Nothing short of complete 
explanation should satisfy either surgeon or ad- 
ministrator. 

The hospital affords the ideal laboratory in 
which to study the problems of surgery. We 
may properly regard every operation as a 
physiological experiment because the outcome is 
influenced by so many factors as yet intangible 
and not wholly under our control. <A person of 
enquiring mind seeks to solve his problems by 
first-hand objective study. While ever alert to 
profit by the solutions worked out by others, he 








does not rely wholly upon others to solve his 
problems for him. Surgical material in Wor- 
cester is no less valuable for research than that 
in Minnesota. We must not expect the Mayo 
Clinie or the Massachusetts General, or Johns 
Hopkins, or any other group to do our thinking 
for us, competent as they are. Though we strive 
to follow the masters in what they have proven 
to be good, our own results should be the index 
of our success in applying their teachings. 

Dr. Codman of Boston, Drs. Ward and Poole 
of New York, Drs. Vaughn and Ponton of Chi- 
cago, and others, have presented, at various 
times, well thought out attitudes toward those 
surgical end results which do not measure up to 


the standard of complete success. All substan- ' 


tially agree that unsatisfactory results are to be 
considered as errors of applied surgery. They 
may be errors of diagnosis, of preoperative esti- 
mation of the risk, of x-ray interpretation, of 
laboratory findings, of judgment as to time to 
operate or choice of operation. The error can 
be in technique, either operative or in aseptic 
preparation. The referring doctor or service, 
the surgeon or his assistants, the roentgenologist 
or pathologist, the nursing service, even the ad- 
ministration, may contribute to the error. Death 
may result through the unconquerable nature 
of the disease, from complications dependent 
upon any of the above errors, or from new 
pathology contingent upon the operative trau- 
matism, technical difficulties encountered, or 
adventitious infection. To reveal such causes in 
all unsatisfactory cases so as thereafter to avoid 
them is the ideal of an end-result system. 

The cumulative impressions of a large experi- 
ence have been thought to create wisdom and we 
all rely at times upon those of mature experience 
to guide us in our clinical decisions. But the 
limitations of human memory and the bias of 
judgment which results from individual and ex- 
ceptional experiences is well known so that if 
we would be guided by facts rather than impres- 
sions we must recognize from our own truthfully 
recorded and carefully analyzed experience 
what the actual facts are. 

In order to have such facts available to serve 
our need and purpose, machinery for recording, 
classifving and revealing them must be part of 
every hospital’s equipment. At Worcester City 
Hospital it consists of the clinical records, a 
surgical rating, and a follow-up system. These 
merit a brief description that their application 
to surgical problems may be better understood. 


(1) THE RECORD SYSTEM 


Clinical case records have been kept since 
October 26, 1871. They were filed in book form 
up to 1920 and contain much valuable material, 
which, however, lies buried and inert because the 
treasure-house lacks a key. Since 1920 a unit 
system has been in use and the individual rec- 
ords are filed numerically and are made acces- 
sible by a classified cross index of diseases on 
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eards devised by the writer and sold by the 
Library Bureau under the title ‘‘ Worcester City 
Hospital Cross Index.’’ They carry both pri- 
mary and secondary diatnoses, using interna- 
tional nomenclature and numbers, with opera- 
tions, if any, and whether for primary or 
secondary conditions, dates of entrance and dis- 
charge and condition on discharge. They have 
a distinetive color for each service and a num- 
bered tab which identifies the surgeon having 
charge of the case. Thus they permit of ap- 
proach to case records, by disease, by operation, 
by service and by surgeon. By referring to it 
one can find in a few moments what operations 
any of our surgeons have done, their mortality 
if you choose, the cases of any particular disease, 
the operative procedure, or the mortality rate. 
You may compare mortalities in any particular 
disease or of any particular operator by year, or 
one operation with another and so on. 

This index is available to any member of the 
staff who files a request and will submit his 
findings to the administration before publishing 
or otherwise communicating the same. Of course 
name index ecards filed alphabetically are also 
kept. 

THE SURGICAL RATING SYSTEM 


In 1919, after a visit to the great clinics of 
Chicago, Rochester and New York City, I re- 
turned to Worcester City Hospital where impor- 
tant staff changes had taken place or were im- 
pending and was assigned the duty of organizing 
the clinical work and staff activities to comply 
with the minimum standards of the American 
College of Surgeons. This position was under- 
stood to be something of an experiment in hos- 
pital administration and few precedents were 
available for guidance. The work and methods 
of Dr. George Gray Ward at the Woman’s Hos- 
pital in New York had impressed me as being 
applicable to our type of institution. Accord- 
ingly, I devised a slight modification of his plan 
to fit our needs, ‘‘sold’’ the idea to the trustees 
and staff as a means of gauging our immediate 
results and finally checking up with those found 
by recalling, questioning and examining the pa- 
tients after the lapse of one year. 

The Codman summary ecards, each of which 
carries a brief of a clinical record, are the basis 
of this part of the system. They are filed by 
services and by months, so are readily available 
for timing the follow-up letters and clinics. 

The method is simple and rather sketchy but 
involves as much as I could reasonably ask of 
my colleagues and the clerical help available. 
My associates of the staff have been very in- 
dulgent, however, and in spite of its imperfec- 
tions, I feel that I can show tangible results 
from the work it has required. 

Briefly, it consists in six specific ratings, one 
of which is awarded to each operative case on 
discharge. They are indicated upon the sum- 
mary ecards, to which distinctive riders are at- 





tached, and tabulations of the ratings are made 
monthly. It has served to single out the imper- 
feet results and to classify them somewhat ac- 
cording to causes of the lack of success. Its 
greatest service up to the present has been to 
separate the deaths due to the patient’s uncon- 
querable disease from those due to complications 
or hazards introduced by the operation itself. 
The former we rate as ‘‘failures’’, the latter as 
‘‘operative deaths.’’ 

Each surgeon rates his own cases and reports 
them in open staff meeting, where his own esti- 
mate is sometimes revised by the rest of the 
group. Surgeons differ somewhat in their atti- 
tude toward the system, some tending to rate 
their results over-severely, while others are 
rather indifferent to it. None, however, fear to 
have their work serutinized and, so far, we have 
been able to avoid unpleasant reactions by the 
palpably fair, clearly impersonal and scientific 
manner of applying the system. It is primarily 
and purely a system for bringing defects to light 
and is directed wholly toward bettering the 
quality of our work and not at all to the damag- 
ing of reputations. 

The first important fact brought to light was 
an amount of superficial wound sepsis which 
had caused a very considerable increase in 
the number of patient-days chargeable to va- 
rious clean operative cases. Experiments in 
sedimentation of bacteria, and studies of the ef- 
ficiency of sterilizers and of operating-room 
crowding brought about a complete renewal of 
the battery of sterilizers, the purchase and in- 
stallation of sterilizers in other parts of the 
hospital to take the load off the ones in the sur- 
gery, the enlargement of the surgery, first by 
removing a tier of seats in the amphitheatre, 
secondly by removing the accident and admis- 
sion service to another part of the institution, 
and the rearrangement of the office and dressing 
room so that no one need enter the operating 
rooms until he has removed street clothing and 
put on a clean linen frock. Iodine preparation 
of the skin was discontinued in favor of picric 
acid, doing away with iodine burns and improv- 
ing asepsis at the same stroke. In spite of all 
this, wound sepsis is not wholly eliminated; is, 
however, a lessened factor in postoperative mor- 
bidity. 

Its second contribution was its revelation of a 
fairly constant level in the incidence of those 
complications which bring about the calamities 
of surgery, the results of which we include in 
the rating ‘‘operative death.’’ Last fall, I made 
a study of the surgical death rate for the Ameri- 
ean College of Surgeons and found that in the 
five years 1924-1928 inclusive, of the 13,436 cases 
operated upon there were 468 deaths, a mor- 
tality rate of 3.5%, of which 102, or 0.74%, 
were classed as operative deaths. These figures 
are important because they fix the operative 
hazard as .7 of 1% or 1 to 135. 

I ean safely assert this figure is not in excess 
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of other institutions of similar character, since 
statistics from many sourees have shown that 
deaths from postoperative pneumonia alone are 
at least 1-200. A comparison made in 1922 of 
our mortality rate with that of several other 
well-known institutions from figures published in 
their own annual reports showed that the gross 
surgical mortality of the Charity Hospital of 
New Orleans, the Childrens’ Hospital and the 
Peter Bent Brigham Hospital of Boston exceeded 
that of the Worcester City Hospital, while that 
of the Massachusetts General, Grace Hospital of 
Detroit and Union Hospital of Fall River were 
less. As our rate has steadily fallen since 1924, 
I feel sure that we have maintained or improved 
our situation in this comparison. Moreover, the 
accident-room operations are not counted in our 
mortality figures otherwise the rate would be 
much lower. 

If, now, you will grant that our mortality rate 
is a fair average and that our ratio of operative 
calamities to the gross death rate (1:5) is also 
average, you may roughly compute the annual 
‘operative death”’’ rate for the continental U. S. 
by applying this figure to the number of patients 
occupying surgical beds as shown by the ‘‘ Hos- 
pital Number’’ of the A. M. A. Journal. In 
1922, I estimated that 10,000 lives per year were 
sacrificed in the attempt to regain health through 
the medium of surgery—a figure about equal to 
that for homicides for the same period, and al- 
though the homicides have increased until they 
now amount to about 14,000 per year, I have no 
doubt the comparison still holds. I think, and 
you probably agree, that the comparison is a bit 
odious. I excuse the use of it only in the hope 
that it will make emphatic a situation which I 
believe can and will be much improved. Here 
is a list of the causes in fifty of our cases rated 
as ‘‘operative deaths’’: 

Apoplexy 
Cardiac failure 
Hemorrhage, immediate 
Hemorrhage, secondary 
Ileus, paralytic 
Lung—Abscess 
Lung—Embolism 
Lung—Pneumonia 
Peritonitis 
Renal insufficiency 
Shock, surgical 
Thrombosis, mesenteric 
Toxemia, pregnancy 
Wound infection 
Wound reopening With SHOCK. ccsecscsssssscsssesssss 
Wound reopening with peritonitis.................. 
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Many of these causes we regard as preventable 
and could such prevention be everywhere 100% 
effective, it is clear that several thousand lives 
would annually be spared. With the knowledge 
we now have, wound infection, hemorrhage, sur- 
gical shock, and peritonitis following laparot- 
omies seem particularly inexcusable, yet they 
recur with such regularity as to lead one to 
wonder if surgery has yet attained ultimate per- 
fection of aseptic technique. 


Of course, we all think we are doing the best 
we know all the time; but may we not, by the in- 
tensive application of modern research methods 
upon these relatively commonplace problems, 
learn how to do better? 

At Worcester City Hospital a 16% drop in 
the death rate from these causes has been 
achieved in 1929 over that of 1924. (See Table 
6.) 

So much to show that in the accountability 
for lives lost through applied surgery urgent 
problems exist and have been brought to light 
by our Surgical Rating system. I will later 
show that definite progress has been made in 
their solution. 


THE FOLLOW-UP CLINICS 


The follow-up system has for its object the 
determination of how successful our work ap- 
pears after the lapse of a’year by finding what 
morbidity ensues that is causally related to the 
operation or its failure. We are after a measure 
of surgery as a therapeutic agent rather than 
its brilliance as a handicraft. I eannot but re- 
egret that the opportunity to present this phase 
of the study did not wait until 1932, when fig- 
ures for the full decade would have been avail- 
able. The comparison of the second half with 
the first would then have been possible. But the 
figures involved are large, the mechanical task 
of analysis is great, so I am obliged to content 
myself with presentation of general figures and 
a detailed analysis of one group of cases to show 
the possibilities of the method and the wealth of 
information which lies ready at hand in the 
material accumulated and now largely classified 
for use. 

The follow-up data are obtained chiefly from 
the clinies held in the Out-Patient Department 
every Sunday morning from October to May 
and conducted for the most part, by the surgeons 
who attended the patients during their stay in 
the hospital the year before. 


In thus planning the elinies it was hoped 


(1) That the heads of services, by seeing the 
results of their own handiwork, would derive 
much benefit which they would transmit to the 
rest through reviews of the clinics at staff meet- 
ing. 

(2) That operations giving uniformly unsat- 
isfactory results would be eliminated. 

(3) That certain defects and sequelae, such as 
wound hernias and recurrences in malignancies, 
would be detected and brought in for appropri- 
ate remedy. | 

(4) That accurate observations would be 
made, permitting of later statistical studies upon 
the physical, economic and social value of the 
operations. 

Not all of these hopes have been fully realized, 
but valuable service has been rendered to the pa- 
tients by discovery of relievable conditions and 
to ourselves by reéducation as to what we may 
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promise our patients and in what directions we 
must strive for improvement. 

The follow-up clinic notes having been made 
upon the back of the original summary ecards, the 
material is at hand for analytic approach from 
many points of view. 

It now becomes necessary to inflict you with a 
few figures and I will ask your attention to some 
tabulations which tell the story of the follow-up 
studies. I should like to begin with the figures 
which are general in their scope and give a bird’s 
eye view of the extent of the work for the 5 
years 1924-1928, inclusive. 





low-up clinics were of the more permanent 
types, as incisional hernias, evidences of ad- 
hesions, anesthesia areas, keloid scars, ete. 


In the failure group are chiefly recurrent 
hernias and malignancies, with scattered trau- 
matie cases. That six thousand, five hundred and 
ninety-seven (6597) from seven thousand, three 
hundred and seventy-nine (7379), or 89.3%, 
were completely successful affords us a certain 
amount of satisfaction, but the 10.7% of un- 
satisfactory results is what challenges our atten- 
tion and indicates the direction toward which we 
should bend our energies. 





WORCESTER City HOSPITAL 
The Follow-Up Clinics 


TABLE 1 
Sundays, October to May, 1922, to date 
Period studied, 1924 to 1928 inclusive 


Letters sent to . 
approximately 20,000 
Number returning in person 


Post-operative 7,379 
Non-operative 1,921 


Postage $400.00 





Total 9,300 
Number reporting by mail 
Satisfied 2,189 
Not satisfied 255 
Total 2,444 
Grand total responding 11,744 
Lost track of 8,256 
Second letters sent to 
approximately 8,000 Postage 60.00 


Cost of postage $460.00 








You will have noted from Table 1 that 7379 
postoperative cases returned and were person- 
ally seen, questioned, examined and re-rated ac- 
cording to the degree of success achieved. 











TABLE 2 
SuRGICAL RATINGS, CASES OPERATED UPON 
At At F. U. 
Discharge Clinics Loss 
Original Revised Gain 
Success 6971 6597  —s74 
Partial Success 277 572 +295 
Operative Defects 123 125 + 2 
Failure 8 85 + 77 
Total 7379 7379 








Analysis of this group shows that three 
hundred and seventy-four dropped out of the 
success rating, seventy-seven of whom struck 
bottom as failures while two hundred and ninety- 
five fell only to the partial success level. The 
operative defects remain numerically about as 
on discharge, but the type of defect has changed 
so that whereas those noted at discharge were 
mostly wound infections, those seen in the fol- 











TABLE 3 
Deaths under one year after discharge 


Return cases 178 
Elsewhere 239 
417 3.5% 
Deaths from Causes for Which Treated 
Cases operated upon 142 
Cases not operated upon 141 
283 2.4% 
Deaths from Other Causes 
Cases operated upon 90 
Cases not operated upon 36 
126 1.0% 
Unspecified 8 0.1% 
3.5% 








Cancer Group (Mostly return cases and 
carried on current mortality) 


Cases operated upon 109 
Cases not operated upon 79 
188 1.6% 








Table 3 reveals the deaths that occurred within 
a year from the date of discharge so far as we 
were able to get information by letters, reports 
of physicians, published obituaries and later hos- 
pital entries. They were four hundred and 
seventeen in number, or 3.5% of the cases fol- 
lowed. Of these two hundred and thirty-two 
(232), or 2% of the whole, were cases in which 
operations were performed of which one hundred 
and nine (109) were for cancer. Ninety pa- 
tients died postoperatively of causes other than 
those for which their operations were done and 
should be deducted to find the late postoperative 
mortality, which gives 1.2% as the corrected, 
subsequent to discharge, mortality rate. Add- 
ing this figure to the five-year average immediate 
mortality gives a total of 4.7%. In order to 
charge ourselves clearly with that portion of our 
work which, considered from the viewpoint of 
the hospital’s primary function was futile, we 
must add in the 1.1% of failures as shown by 
Table 2 and the total of 5.8% stares us in the 
face as the measure of wasted effort—wasted ex- 
cept for its value to experience and education. 
So, likewise, we must charge ourselves with the 
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immediate calamity rate of 0.7% in which the 
operations themselves added to the patients’ 
difficulties and were therefore harmful. 

This is shown in Table 4. 


TABLE 4 
LIABILITY CHART 


Immediate operative mortality 





(average) 3.5% 
Post-discharge mortality 1.2% 
End-result failures 1.1% 

Total 5.8% 
Immediate postoperative calamities 0.7% 
Otherwise unsatisfactory 9.6% 





15.4% 





The above general survey of the end-results 1s 
but the preface to the volume of information 
which may be gleaned from the stack of nearly 
twelve thousand (12,000) cards. We may branch 
off in the direction of any operation or surgical 
condition and pick up the details of morbidity, 
of sueeess and failure. I will burden you with 
but a single example of such a study and take 
appendicitis as an example of a familiar dis- 
ease, the operative treatment of which approach- 
es standardization and is therefore a part of our 
product upon which a measuring stick may be 
fairly laid. 


END RESULT STUDY OF APPENDICITIS 


Table A summarizes the information obtained 
through the follow-up of the cases operated upon 
during the seven years 1920-1926 inclusive and 
shows 80.2% of the 1021 cases returning to the 
clinies to have been entirely successful and sat- 
isfactory, while 11.3 had complications and se- 
quelae and 6.5% had developed other troubles 
apparently unrelated to their original diagnoses. 











TABLE A 
Years covered, 1920-1926 inclusive 
Cases operated upon, all types 1977 
Primary mortality 86 4.3% 
Invited to Follow-up Clinic 1891 
Number reporting to Follow-up 





Clinic 1021 54. % 





Complications, defects, or sequelae, 
cases 116 11.3% 
(Deaths 3 = 0.3%) 
New symptoms and lesions unre- 
lated to original diagnosis or 
operations, cases 66 6.5% 
(Deaths 6 = 0.6%) 
Well and free from complications, 
defects and sequelae, cases 839 82.2% 


1021 100. % 








Table B analyzes forty-five (45) cases in which 
incisional hernias developed. It shows clearly 
the important part played by drainage in the 
causation of this sequel while the part played by 
wound infection of clean cases is apparently 
trivial. 

Table C similarly portrays the cases, 39 in all, 
in which adhesions were the apparent explana- 
tion of a chain of symptoms and the cause of 
secondary operations in six (6) cases, in one of 
which a fatal result ensued. In this group 
neither drainage nor wound sepsis was impor- 
tant. Thirty-four (34) of the cases were pri- 
marily clean and closed without drainage. 

Table D shows two eases in which keloid devel- 
oped in the sear. 

Table E is a miscellaneous group of 30 cases 
in which either the original symptoms were un- 
relieved by the operations, the diagnoses were 
wrong or in which there were early complica- 
tions, the effects of which persisted with some 
degree of disability. 

In groups C, D and E drainage played a minor 
role or was not a factor at all. It is from the 
so-called chronic, subacute and interval opera- 
tions that we get the unpleasant after-symptoms 
and the dissatisfied patients. These findings ac- 
eentuate the reluctance we have come to feel 
toward operating upon the neurotic type ot 
patient presenting the ‘‘chronie appendix’’ syn- 
drome. 

Table F. 

This is a composite group of sixty-six (66) 
eases in which other troubles developed later 
and of which two proved fatal. Several of these 
doubtless represent errors of diagnosis. Thirty- 
nine (39), however, were acute cases and twenty- 
three (23) required drainage. Here again the 
part played by wound sepsis cannot be shown to 
have any relation to the conditions which later 
developed. 

The lessons learned from this group are: (1) 
that drainage is the greatest element in the 
causation of incisional hernia, and suggests 
closer study of the indications for leaving drains 
in, improvement in size and type, and their re- 
moval at the earliest moment consistent with 
safety; (2) that greater refinement of diagnosis 
is desirable; (3) that operation for the vague 
types classified as chronic ought to be minimized. 


GAINS FROM THE STUDIES 


Having thus rather remorselessly hunted 
down the defects and shortcomings of applied 
surgery, it is time that I reversed the shield and 
exhibited its brighter side. I know you have 
been wondering whether the expenditure of so 
much effort to find the discouraging things about 
one’s job has served any useful purpose measur- 
able in terms of improved methods and better 
results. Happily I have that to show which I 
believe will convince you that it has not been in 
vain. If results have been secured, how have 
they have been brought about? 
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TABLE B 
Chronic Wound Deaths 
Post-operative and Acute Acute infections after 
Complications Interval Closed | all grades, before discharge 
or Sequelae Closed drained discharge 
Hernias, incisional 
| Support advised 
or worn 2 2 13 
Operation advised 3 10 1 
Others 2 ll 
Operation performed 2 
Total of Hernia Group 4 5 36 1 
TABLE C 
Chronic Wound 
Post-operative and Acute Acute infections| Deaths 
Complications Interval Closed all grades,| before after 
or Sequelae Closed drained discharge| discharge 
Adhesions, »ost-op. 
Symptoms, but not 
disabling. 15 6 5 1 
Operation advised. 4 3 1 
Operations performed for 
adhesions. 4 
Operations for 
intest. obstruction 2 3 1 
Total Adhesions Group 23 11 5 5 1 
TABLE D 
Scars, Keloid in 1 1 


























TABLE E 



































Cunene. | Wound Deaths 
and Acute Acute infections after 

Interval | Closed | all grades, before discharge 
Closed drained discharge 

Original symptoms 

unrelieved 15 2 

Later Diagnoses 

account for : 

original symptoms 5 1 1 

Karly complications 

persistent or 

delayed 2 2 3 1 

Total 22 5 3 1 1 
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As I visualize the situation, the changes, 
though gradual, have been very definite. Some 
are intangible and are the fruit of larger experi- 
ence such as more refined technique and an in- 
creased feeling of personal responsibility on the 
part of each member of the staff. The report of 
a calamity case before one’s colleagues by re- 
hearsal burns its lessons into conscious memory 
to remain as a warning for the future not only 
to the individual but to his associates. 

Inereased number and careful selection of in- 


the immediate postoperative period have min- 
imized lung complications. 

A helpful safeguard against the calamity of 
embolism has been found in a routine inquiry 
for symptoms with inspection, palpation and 
measurements of the calves of the legs before 
the patient is allowed to get out of bed. By this 
precaution silent or beginning phlebitis may be 
detected and by suitable care the dislodging of 
an embolus is avoided. 

Certain operations carrying high mortalities, 












































TABLE F 

New symptoms or Chronic Wound Deaths 
lesions unrelated to and Acute Acute infections after 
operation or Interval | Closed | all grades, before discharge 
original diagnoses Closed drained discharze 

Ge. I. Tract symptoms ll 6 :f a. 

Gall Bladder 2 1 

‘ oe ee 

Hernias elsewhere 5 

Kidney, stones, etc. 1 3 1 

Pelvic condi‘ions 6 3 1 1 

Arthritis and rheumatism 1 

Tuberculosis, any type 3 2 

Cardiac, neurological, 

infections, anemias, 

etc. 5 2 2 1 1 

Throat and glands 1 1 2 

Neoplasia 2 2 

Total 27 16 23 2 6 


























ternes have allowed of more care in preliminary 
study and more particular after-care. The real 
advances in protective measures have been 
promptly applied. Transfusions have saved a 
goodly number, preoperative and postoperative 
physiological supporting methods have advanced 
markedly in effectiveness and their use has been 
extended. Operations are not delegated to in- 
ternes except under the immediate supervision 
and control of a surgeon. Internes no longer 
give anesthesias to the night emergencies until 
- they haye shown proficiency in a course of in- 
struction upon the less critical cases. 

Ether is used much less and we have learned 
to get along with light ether anesthesia given 
by the drop method instead of the profound 
knock-outs of earlier days. Nitrous-oxide with 
oxygen, local and spinal anesthesias alone or in 
combination are used increasingly. Routine in 
the use of anesthetics has been replaced by se- 
lection to meet the particular indications of the 
ease. Better anesthesias, attention to upper 


respiratory tract infections, carbon dioxide ven- 
tilation and frequent change of position during 


such as the Wertheim hysterectomy have largely 
given place to safer methods. 

Better organization and more help in the op- 
erating rooms have contributed much to the 
ease, speed, and safety in the succession of oper- 
ations. Improvements in equipment and meth- 
ods for general aseptic technique have already 
been mentioned. 

There is one further step in organization con- 
trol to which I feel sure all large hospitals will 
ultimately be forced to come and to the principle 
of which I unreservedly subscribe. Did time 
permit to present analyses of some other groups 
of cases, I believe I could demonstrate clearly 
the advantage of a higher degree of specializa- 
tion in regard to the operations carrying the 
higher mortalities of which stomach and gall- 
bladder surgery are examples. Not until such 
restrictions are imposed upon the more difficult 
procedures as to enable the designated operator 
to acquire a high degree of skill and to build up 
a team of codperating specialists, can the dan- 
gers be materially lessened and the benefits cor- 
respondingly increased. 
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GRAPH 1 
Worcester City Hospital 


APPENDECTOMIES 
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TABLE 6 





WORCESTER CITY HOSPITAL 


TABLE OF OPERATIVE MORTALITIES FOR 6 YEARS, SHOWING SIGNIFICANCE OF REDUCED RATES 








1924 | 1925 | 1926 | 1927 | 1928 |1929 | Totals 








No. of Patients 

















operated upon 2488 | 2519 | 2660 | 2900 | 2869 | 5063 | 16499 
Died 102 97 83 91 95 | 79 547 
% Mortality 4.1 3.3 3el 3.1 3.3 2.6 3.5 “a 
Operative Deaths. 3 22 16 19 26 19 20 122 
% Operative Deaths 0.9 | 0.63 0.7 0.9 0.66 | 0.74 075 
Patients theoretically 7 20 | 27 | 29 231 46 | 145 


"spared" by mortality 
reductions from 
1924 rate 
































The advantages derived from such a planysection. Its extension waits upon enlightenment 
thave been clearly demonstrated at our hospital|and unselfishness of the staff or upon a decree 
in the fields of thyroid surgery and of Caesarean|from the Board of Trustees. 
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GRAPH 2 
Worcester City Hospital 
OPERATIONS, ALL TYPES 


1924 1925] 1926] 1927)1928)1 
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Now, in confirmation of my claim that some- 
thing tangible has been achieved I offer twe more 
charts and two graphs which portray the steady 
increase in number of operations, a similar de- 
crease in mortality rate and finally tiers of units 
piled one above the other to make columns of 
yearly increasing stature and representing a 
total of one hundred and forty-five (145) indi- 
viduals who left our institution alive, but would 
have been counted among the fatalities had the 





mortality rates of 1924 persisted. Expressed in 
monetary equivalent, counting a single life at 
about age 22 as worth $30,000, this represents 
a capital gain to the community of $435,000. 
(See Tables 5, 6 and Graphs 1 and 2.) 











TABLE 5 
Worcester City Hospital 

* APPENDECTOMIES 
Year Cases Deaths % Mortality 
1920 167 12 7.2 
1921 212 10 4.7 
1922 267 9 3.3 
1923 315 15 4.7 
1924 310 12 3.9 
1925 367 17 4.6 
1926 339 lel 3. 
1927 375. 10 Af 
1928 405 9 2.2 

2757 _ 105 


*Appendectomies incidental to other operations not included. 








In closing I desire to express my appreciation 
and gratitude to the trustees of Worcester City 
Hospital who gave me opportunity and support; 
to Dr. Charles A. Drew, who though overbur- 
dened with administration problems of the war 
and post-war period, plagued by soaring costs 
and many trying details, bore my importunities 
with infinite patience and kindliness, kept ever 
balanced and gave generous cooperation where 
his wisdom approved : to my associates of the vis 
iting staff who have for nine years given their 
time gratuitously to the Sunday clinics, and by 
participation in staff meeting reviews and adap- 
tation to changing methods secured the results 
here depicted: to the internes upon whom we 
have leaned very heavily; to the nurses, clerks, 
laboratory and social service workers who have 
been such vital cogs in the machinery of 
progress; and finally to Dr. Drew’s successor, 
Dr. George A. Maelver, whose firm hand has 
consolidated the gains and may be trusted to 
carry on to much greater achievement. 
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COMPARING THE BREAST-FED AND THE 
BOTTLE-FED INFANT* 


BY MANUEL M. 


HE medical literature contains many articles 
comparing the breast-fed and the bottle-fed 
infant. The conclusions drawn usually favor 
breast feeding. However, the general deduc- 
tions may, or may not, be based on a good 
foundation, for the studies did not inelude a 
detailed examination of factors which may in- 
fluence the conclusions. 
It is generally agreed that good breast milk 
is the perfect food for the infant, and any sub- 
stitute for breast milk should be considered only 


*From Department of Pediatrics, Tufts College Medical School. 


+Glazier—Instructor in Pediatrics, Tufts College Medical 
School. For record and address of author see ‘“‘This Week’s 
Issue’’, page 647. 





GLAZIER, M.D.t 


as a substitute. This study was not under- 
taken to refute the above proposition, but to 
study and to compare breast-fed and bottle-fed 
infants under proper medical and nursing care, 
and under the same and different economic and 
social conditions. 

According to McKay’, breast-fed infants have 
a mortality of one-fifth to one-third that of bot- 
tle-fed infants, and the longer the breast feed- 
ing is continued, the lower is the mortality. 
Woodbury? agrees with McKay. Wertheimir 
and Wolff? state that breast-fed infants are ill 
only one-quarter the length of time that bottle- 
fed infants are. 
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Why are these the facts? Is it because of a 
higher bacterial power in the serum of the 
breast-fed infants (as demonstrated by Moro‘), 
or is it because breast milk is sterile, quickly 
digested, and therefore yields a greater amount 
of energy® (less demand being made upon the 
digestive ferments) ? 

The breast-fed infant is the normal infant. 
Breast milk is produced for the infant, and 
most physicians attempt to keep the infant on 
it as long as possible. If the breast-fed infant 
is satisfied and gains well, no change is made. 
However, under the following conditions: (a) 
the death of the mother at childbirth; (b) a 
complication of pregnancy; (c) failure of the 
infant to do well on breast milk; (d) ‘‘ wasting 
disease’’ in the mother; (e) refusal of the 
mother to nurse the infant; (f) necessity of the 
mother to go to work; the status of the infant is 
changed, an abnormal condition results, and a 
suitable substitute food must be found. 


This investigation is based upon: 


(1) <A detailed study of 217 infants. These 
infants attended well baby clinics in the North 
End and Roslindale districts of the City of Bos- 
ton®. The elinies, controlled by the Baby Hy- 
giene Division of the Boston Health Department, 
were conducted weekly. Home supervision of 
clinie infants was possible through a group of 
well-trained graduate nurses, who gave the 
mothers instructions in baby hygiene and in 
formula preparation. 

(2) Vital statistics of 1566 infants who were 
followed for one year.* 


The North End and Roslindale clinics are in 
districts of different economic, social and hy- 
gienic conditions. The North End district is 
the poorest district in the city. The average 
weekly income is twenty-five to thirty dollars. 
This sum maintains a family with five to seven 
children, living in a tenement of three to five 
dark, stuffy rooms, for which a monthly rental 
of twenty to twenty-five dollars is paid. During 
the year this study was made approximately one 
of every five families in the district received 
financial aid from the city at one time or other. 
The majority in this district are of Italian par- 
entage, and many of the mothers cannot speak 
or understand the English language. 

The infants in the Roslindale district have 
the advantage of good economic, social and hy- 
gienic conditions. The average family includes 
two to three children, and lives in a ‘‘flat’’ of 
four or five well lighted, airy rooms, for which 
an average monthly rental of forty dollars is 
paid. The majority of parents are of Ameri- 
ean birth. 

For purposes of comparison, the 217 infants 
studied are divided into the following groups, 
based upon the type of feeding: 

*I wish to acknowledge the assistance rendered by Dr. F. X. 


Mahoney of the Boston Health Department in obtaining these 
data. 





Group A: Breast-fed—for three months or 
more. 

Group B: Breast and bottle-fed—for three 
months or more. 

Group C: Bottle-fed. 


In this investigation, together with a study 
of vital statistics of clinic patients compared 
to non-clinic patients in the same district, a 
comparison was made between the two districts 
as to: 

1. Nutrition. 

2. Development, 
eases. 

3. Vital statistics. 


I. NUTRITION (SEE CHART I) 


infection, deficiency dis- 


As a rule, infants were kept on the breast 
as long as possible. Artificially fed infants re- 
ceived ‘‘split milk’’ formulas. The use of 
cereals was advised in the fifth month and egg 
yolk and vegetables were added to the diet in 
the fifth and sixth months. The daily use of 
cod liver oil (two teaspoons) and orange juice 
(one tablespoonful) was suggested at the first 
visit for both breast and bottle-fed infants. 

North End Clinic. Group A: Sixty-two in- 
fants were observed. The average length of 
breast feeding was eight months and two weeks. 
The average gain for the first six months was 
8.1 pounds, and for the second six months, 4.3 


pounds. 
Group B: Fourteen infants were in this 
eroup. The average gain the first six months 


was 7.2 pounds; the average gain for the sec- 
ond six months was 5.3 pounds. 

Group C: Twelve infants were in this group. 
The average length of breast feeding was four 
weeks. The average gain the first six months 
was 6.5 pounds; the average gain the second 
six months was 7.2 pounds. 

Roslindale Clinic. Group A: Fifty-eight in- 
fants were breast fed for an average of six 
months and one week. The average gain the 
first six months was 8.5 pounds, and the second 
six months only 5 pounds. 

jroup B: Sixteen infants, gained in the first 
six months an average of 9.1 pounds, and in 
the second six months an average of 6 pounds. 

Group C: Forty-eight infants gained in the 
first six months an average of 8.6 pounds; in 
the second six months an average of 6.5 pounds. 


Il. DEVELOPMENT, INFECTION, DEFICIENCY 
DISEASES 


These factors are more or less related, and will 
be discussed together. 

North End Clinic. Group A: Thirty-six in- 
fants of the sixty-two in this group, had signs 
of rachitis, indicated by craniotabes, rosaries, 
bosses, flaring of the ribs, enlarged epiphyses, 
ete. Thirty-three of the thirty-six rachitie chil- 
dren had delayed development, evidenced by late 
dentition and delayed time of walking. Thirty- 
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CHART I 
COMPARING NUTRITION, INFECTION, DEFICIENCY DISEASES, Etc. 
Gain in wt. Total Rachitis Frequent T.& A. Enlarged 
1st 2nd gain infection T. & A. + 
6 mos. 6 mos. ist year Rachitis + 
Frequent 
infection 
North End Clinic 
62 cases 
Group A 8.1 lbs. 4.3 Ibs. 12.4 Ibs. 60% 47% 41% 37% 
Breast-fed 
14 cases 
Group B 7.2 lbs. 5.3 Ibs. 12.5 Ibs. 42% 33% 33% 17% 
Breast- and 
bottle-fed 
12 cases 
Group C 6.5 Ibs. 6.3 Ibs. 12.8 Ibs. 55% 78% 67% 44%, 
Bottle-fed : 
Roslindale Clinic 

58 cases 
Group A 8.5 Ibs. 5 Ibs. 13.5 Ibs. 36% 25% 21% 14% 
16 cases ; 
Group B 9.1 Ibs. 6 lbs. 15.1 Ibs. 33% 22% 22% 11% 
48 cases 
Group C 8.6 lbs. 6.5 Ibs. 15.1 Ibs. 40% 16% 12% 12% 








one of the group (sixty-two infants) were fre- 
quently ill, evidenced by constant respiratory in- 
fections, enteritis, ete. Twenty-three of the 
group were constantly ill and had signs of 
rachitis, with enlarged tonsils and adenoids. 
Group A contained the only case of scurvy 
among all the infants. 

Group B: Of the original fourteen infants 
in this group, complete study was possible of 
twelve only. Of the twelve, five had signs of 
rachitis, and of these five rachitic infants, in 
four development was delayed. Of the twelve 
in this group, four were constantly ill. Every 
one of these four had signs of enlarged tonsils 
and adenoids, and two, also, had signs of rachitis. 

Group C: Of the original twelve cases, a 
‘complete study of nine was possible. Of these 
nine infants, five had signs of rachitis. In every 
one of the five development was delayed. Of 
the nine in this group, seven infants had fre- 
quent infection. These seven frequently ill in- 
eluded all the rachitie children (five), and all 
- the infants with enlarged tonsils and adenoids 
(six). 





Roslindale Clinic. Group A: Of the original 
fifty-eight cases a complete study of twenty-eight 
was possible. Of these twenty-eight, ten had 
signs of rachitis. Of the ten rachitie children, 
in five there was delay in development. Seven 
infants had frequent infections. Of these seven, 
four had signs of rachitis, and six had enlarged 
tonsils and adenoids, while four had both signs 
of rachitis and enlarged tonsils and adenoids. 

Group B: Of the original sixteen cases, a 
complete study of nine was possible. Of these 
nine, three had clinical signs of rachitis. In 
only one of the rachitic infants was develop- 
ment delayed. Of the nine infants two were fre- 
quently ill. These two had enlarged tonsils and 
adenoids, while one had rachitis also. 

Group C: Of the original forty-eight cases, 
a complete study of twenty-five was possible. Of 
these twenty-five, ten had signs of rachitis and 
of these ten, in eight development was delayed. 
Of the entire group, only four infants had fre- 
quent infections, and these four ineluded the 
three infants who had combined signs of rachitis. 
and enlarged tonsils and adenoids. 
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CHART II 
ViraL Statistics (JUNE, 1928-JuNE, 1929) 





Live Clinic Per cent. Total Deaths Clinic Non-clinic 
births attend- attend- deaths under deaths deaths 
ance ance under 2 weeks over over 
1 year 2 weeks 2 weeks 
Roslindale Clinic 876 349 40% 27 14 2 11 
North End Clinic 690 356 


52% 32 15 8 9 
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Ill. VITAL STATISTICS (SEE CHART II) not considered in this study. The remaining 


North End District. During the year (from 
June 1, 1928 to June 1, 1929), there were six 
hundred and ninety live births in this district. 
During this same period, three hundred and 
fifty-six new infants (equivalent to 52% of the 
live births) attended the clinic at least twice dur- 
ing the year. A study of clinic infants in this 
(listriet showed that eighty per cent. were breast- 
fed for at least three months; twelve per cent. 
were both breast- and bottle-fed for at least three 
months; eight per cent. were bottle-fed. 

During the year this study was made, there 
were among the live births in this district thirty- 
two deaths of infants under one year of age. 
Fifteen of the thirty-two deaths occurred during 
the first two weeks of life (prematurity, con- 
venital defects, birth injury, ete.), and were not 
considered in this paper. (See chart III.) The 
remaining seventeen deaths included eight clinic 
and nine non-clinie infants. The deaths were 
studied in groups based on breast or bottle feed- 
ing (Groups A, B, C), and on clinic or non-clinie 
infants. 


North End Clinic Mortalities 


Group A: Respiratory infections accounted 
for the death of all four infants in this group, 
including a Mongolian idiot who died of broncho- 
pneumonia. 

Group B: No mortalities. 

Group C: Of the four deaths, two infants 
died of respiratory infections, and two of mal- 
nutrition (cause unknown). 


North End Non-clinic Mortalities 


Group A: Four infants died of respiratory 
infections; one died of a gastro-intestinal infec- 
tion; and the remaining infant died of status 
lymphaticus. 

iroup B: One infant died of respiratory 
(lisease. 

Group C: One infant died of a respiratory 
disease, while the other died of a gastro-in- 
testinal infection. 


Roslindale District 


There were eight hundred and seventy-six live 
births in this district during the year (June 1, 
1928 to June 1, 1929). During this same period, 
three hundred and forty-nine new infants 
(equivalent to forty per cent. of the live births), 
were seen one or more times during the year, 
and were considered clinic infants. 

A study of the clinie infants in this district 
showed that forty-nine per cent. were breast- 
fed for at least three months; twelve per cent. 
were both breast- and bottle-fed ; thirty-nine per 
cent. were bottle-fed. 

During the year this study was made, there 
were twenty-seven deaths among the live births 
in this district. Fourteen of these deaths were 
in infants under two weeks of age, and were 





thirteen included two elinie infants and eleven 
non-clinie infants, as follows: 








CHART III 
INFANT MortTALity 
CoMPARING CLINIC AND NoN-CLINIC INFANTS 


Roslindale District North End District 
Group Group Group Group Group Group 
A B Cc A B Cc 





Clinic 
infants 2 0 0 4 0 4 
Non-clinic 


infants 5 1 5 6 z 2 








Roslindale Clinic Mortalities 


Group A: Two infants died of respiratory 
disease. 
Groups B and C: No mortalities. 


Roslindale Non-Clinic Mortalities 


Group A: Of five deaths, three were due to 
respiratory causes, one due to malnutrition 
(type unknown) and one was due to streptococ- 
cus septicemia. 

Group B: One death was due to pemphigus 
neonatorum. 

Group C: Four died of respiratory causes, 
while one died of acidosis (non-diabetic). 


DISCUSSION OF RESULTS 


1. Nutrition. 

In the ‘‘poorer district’’ clinic, the breast- 
fed infants gained, during the first six months, 
more—and during the second six months, less— 
than the other infants. At the end of a year 
the total gain was slightly in favor of the bot- 
tle-fed infants. 

In the ‘‘better district’’ clinic, there were no 
great differences between the classes during the 
first six months. During the second six months, 
the gain in weight of the breast-fed infants was 
definitely less than in the other classes. 

The infants in the district with better eco- 
nomie and hygienic conditions gained from 1.1 
to 2.3 pounds more than the corresponding group 
in the poorer clinic. 

The above is not surprising, for the nutri- 
tion of infants is especially affected by frequency 
of infection; and frequency of infection is more 
common where there are poor hygienic and eco- 
nomic conditions. Also the breast-fed infant is 
dependent upon the mother for the quantity and 
quality of its food. In the poorer district, the 
nursing mother has much more fatigue, more 
mental worry, poorer food, and a poorer state 
of physical health. 


2. Development, Infection, Deficiency Dis- 
ease. 


Frequency of infection and enlarged tonsils 
and adenoids are closely related. A rachitic 
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child has a lowered resistance, so more easily 
develops infections of the upper respiratory 
tract. The infection is at first drained by the 
pharyngeal lymphoid tissue, but this tissue soon 
becomes infected and remains a source of in- 
fection. Living in crowded quarters facilitates 
more contact and frequent infection. Frequency 
of infection was often found when the infant 
had rachitis, associated with enlarged tonsils, 
and adenoids. In this series of fifty-six infants 
who had frequency of infection, thirty-eight had 
both rachitis and enlarged tonsils. 

Infection was twice as frequent in all classes 
of infants in the ‘‘poorer district’’ clinic than 
in the ‘‘better district’’ clinic. 

The bottle-fed infant had the highest fre- 
quency of infection in the poorer district, but 
had the lowest frequency of infection in the bet- 
ter district. This ean be explained by the fac- 
tors of poor hygiene, ignorance, superstition, and 
lack of sterility in formula preparation in the 
poorer district. 

Surprisingly, two of every five infants in both 
elinies had clinical evidence of rachitis. With 
this condition so easily prevented, it is interest- 
ing to note the reason. The most important 
cause was the failure to start eod-liver oil early 
enough. Following postnatal instructions, the 
infant (regardless of breast or bottle feeding) 
gained well and, having no complaints, was ap- 
parently doing well, so no medical attention was 
deemed necessary. Weeks later, when seen at 
the clinic, evidence of rachitis was present. 
Other causes were failure to give cod-liver oil 
constantly; an insufficient dosage of cod-liver 
oil; poor quality of cod-liver oil used (bought 
at fish stores). 

3. Vital Statistics. 

Not one elinie infant died of gastro-intestinal 
infection during the year this study was made. 
This was probably due to two factors—a good 
milk supply; all milk used in the formulas was 
boiled. 

In the poorer district, the mortality among 
the bottle-fed infants was seven times the mor- 
tality among the breast-fed infants. Two faec- 
tors should be considered—first, the direct rela- 
tionship between frequency of infection and in- 
fant mortality (infection by use of unclean nip- 
ples, poor hygiene, ete.). Secondly, the mothers 
in the poorer district (North End) pride them- 
selves upon the length of time their infants are 
breast-fed (some are breast-fed for over two 
years) and an infant must be doing poorly be- 
fore artificial feeding is allowed. As a result, 
the bottle-fed infant in this district started with 
a disadvantage. 

In the better district clinic (considering eco- 
nomic and hygienic conditions), there was not 
a single death among one hundred and thirty- 
two bottle-fed infants. There were two deaths 
among a group of one hundred and seventy-two 
breast-fed infants. These two deaths are not evi- 





dence adverse to breast feeding, but certainly 
should not be considered unfavorable to bottle 
feeding. 

Comparing the elinie and non-clinie infants; 
better results were expected among the clinic 
infants. Free, regular, weekly visits at the 
clinies, under eare of physicians and nurses es- 
pecially trained, should be reflected in the re- 
sults. Therefore it was not surprising to find a 
comparatively low mortality among cliniec in- 
fants in both the Roslindale and North End 
districts. 

Roslindale Mortality—clinie .6%—non clinic 


9C/ ° 
</0. 


North End Mortality: 


besisr 
3.8%. 


celinie 2.2% —non elinic 





SUMMARY 


1. Infants in the district with better hygienic 
and eeonomie conditions (irrespective of breast 
or bottle feeding), gained more weight, were 
better developed, had less evidence of rachitis, 
less frequency of infection and a lower infant 
mortality. 

2. In the two districts studied, bottle-fed in- 
fants averaged a lesser gain in weight the first 
six months, but averaged a greater gain in 
weight the second six months. For -the entire 
year, there was a greater total gain for the 
bottle-fed infant. 

3. There was clinical evidence of rachitis in 
one of every two infants examined in the poorer 
district of the city, and only in one of every three 
examined in the better district of the city. 

4. Rachitis, presence of enlarged adenoids 
and tonsils, frequency of infection, and delayed 
development are related and commonly asso- 
ciated. 

5. Frequency of infection and mortalities 
were most common among the ‘‘bottle-fed’’ 
group in the ‘‘poorer district’’ clinic; least com- 
mon among the ‘‘bottle-fed’’ group in the ‘‘bet- 
ter district’’ clinic. Poor economic and hygienic 
conditions, rather than ‘‘breast’’ or ‘‘bottle”’ 
feeding is responsible for frequeney of infec- 
tion and instance of mortality in the infant. 

6. Not one clinic infant died of a gastro- 
intestinal infection. Two non-clinie infants (one 
breast-fed) died of gastro-intestinal infections. 

7. Non-clinie infants in each district had a 
larger mortality than the clinic infants in the 
respective districts. Non-clinie infant deaths 
were 2% in the Roslindale district, and 3.8% in 
the North End District. Clinic infant mortality 
was .6% in the Roslindale and 2.2% in the North 
End districts, respectively. 


CONCLUSION 


This study though dealing with a limited num- 
ber of infants, would suggest: 

I. Infant mortality and frequency of infee- 
tion have a definite relationship to poor economic 
In group studies, 


and hygienic conditions. 
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“‘breast’’ or ‘‘bottle’’ feeding alone are not the 
determining factors in frequeney of infection 
and infant mortality. The determining factors 
are hygienic and economic conditions. 

II. Infants in a district with poor economic 
and hygienic conditions have more frequency of 
infections, deficiency diseases, and a greater in- 
fant mortality, irrespective of ‘breast or bottle 
feeding. 

III. In districts where economie and hygienic 
conditions are fairly good, the average bottle-fed 
infant does as well as the average breast-fed 
infant. 





IV. Clinie infants have a mortality of one- 
half that of non-clinie infants in the same dis- 
trict. 
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EPIDIDYMOTOMY FOR EPIDIDYMITIS* 


Analysis of Ninety Cases and a Review of the Literature 


BY CHANNING S. SWAN, M.D.t 


CCORDING to Kretschmer, surgical treat- 

ment of acute epididymitis was first per- 
formed by Velpeau and consisted of puncture of 
the tunica vaginalis. Other names connected 
with the early work in this line inelude Vidal 
de Cassis (1853), Pirogoff (1852), and Smith 
(1864), the latter two being the first to actually 
ineise the epididymis itself. Then came Nunn 
(1870), Bloxam (1876), Bumstead and Taylor 
(1883), Cumston (1898), and Escat, mentioned 
by Belfield (1905). However, to Hagner 
(1906) goes the credit of standardizing the tech- 
nique of epididymotomy and thus arousing gen- 
eral interest in the procedure. Since that time 
many articles have been published on the path- 
ology and surgical treatment of epididymitis. 
Reference to these may be found in the bibliog- 
raphy at the end of the article. 

The ninety cases analyzed in this paper in- 
clude all those done in the past ten years by 
Dr. Cunningham and his associates, in which 
there were found sufficient data to warrant re- 
porting. All were done by the Cunningham mod- 
ification of the Hagner technique, and with but 
three exceptions, under gas-oxygen-ether anaes- 
thesia. Some men _ practice epididymotomy 
under local anaesthesia as an office procedure. 
We have had no experience with this method 
and eannot recommend it. All our eases are hos- 
pitalized. 

Naturally, all the cases of epididvmitis seen 
in the Clinic in the past ten years have not been 
operated upon. Approximately one-fourth to 
one-fifth have received surgical intervention. For 
the most part the operation has been reserved 
for the severe cases. The other cases quieted 
down under a conservative, home régime of 
scrotal support, ice or heat locally, forced 
fluids, rest, and cessation of treatment to the 
urethra or prostate. Any ease, however, that 
showed a progression of symptoms after two or 


*From the Urological Clinic of Dr. John H. Cunningham. 


+Swan—Assistant Urologist, Massachusetts General Hospital. 
For record and address of author see “This Week’s Issue’’, 
page 647. 





three days of conservative treatment had opera- 
tion advised. All did not accept it; but it is by 
comparing the subsequent course of that group 
with those who did accept epididymotomy that 
one realizes the great benefit to be derived from 
surgieal intervention in the relief of pain, per- 
manent subsidence of fever, and resultant short- 
er loss of time economically. 

The items of interest which we have econsid- 
ered in the operated eases are: (1) etiology, 
(2) chief symptoms, (3) side affected, (4) dura- 
tion before operation, (5) temperature at entry, 
(6) whether or not suppuration was found, and 
if so, where, (7) whether the vas was injected 
with argyrol or not and results thereof, (8) time 
postoperative to relief of pain, (9) days post- 
operative to normal temperature, (10) total days 
postoperative in hospital, (11) when able to re- 
turn to work, and (12) the question of recur- 
rence. 


ETIOLOGY : 


Gonorrheal 70 
Non specific 14 
? Gonorrheal 6 


These figures were not determined from smears 
and cultures of material from the epididymis it- 
self but from previous findings in the given case, 
ie., from urethral or prostatic and vesicular 
smears. - However, in a previous paper, Cun- 
ningham and Cook reported that in the known 
gonorrheal cases, smears from the epididymis 
showed the gonococeus in as high as 80% of the 
cases. 

The cases classified as non specific are those 
in which no gonococeus was ever found in the 
urethral or prostatic smears and there was no 
history of a previous gonorrhea. They also in- 
elude one postprostatectomy epididymitis. No 
tuberculous case, however, is considered in the 
series. 

The questionable gonorrheal cases are those 
where there was a history of an old gonorrhea 
of two to five years previous. The epididymitis 
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flared up during the cleaning up of the old 
prostatic infection. However, whether the epi- 
didymitis was due to long lingering gonococci or 
to secondary invading organisms cannot be 
stated. 

CHIEF SYMPTOMS: Local pain and ten- 
derness of varying degrees of severity were pres- 
ent in all eases. In many eases the pain and ten- 
derness extended along the cord (funiculitis). 
In a few eases the distress went as high as the 
lower abdominal quadrants. When this is on 
the right and accompanied with nausea and but 
little scrotal pain, the picture may simulate an 
appendicitis. In fact, mild gastro-intestinal up- 
sets are not rare with epididymitis. Fever was 
often absent and rarely high. The degree of 
swelling had no constant relation to the pain. 
Some of those with the slightest swelling had 
great pain, whereas those with swelling nearly 
the size of an orange often had but little pain 
(undoubtedly relief with suppuration). In four 
cases there was marked oedema of the scrotum. 
In these cases the usual hydrocele fluid of one 
drachm to two ounces was found absent. Instead 
the various scrotal contents were all plastered 
together. Scrotal abscess was not present in this 
series. 

SIDE AFFECTED: Left epididymotomy was 
done in 42 eases: right epididymotomy in 45 
eases; and bilateral epididymotomy in 3 eases. 
Each side seems about equally susceptible. The 
three bilateral cases were recurrent subacute at- 
tacks in which first one side and later the other 
flared up. 

DURATION BEFORE OPERATION: The 
data on this are incomplete. However, it can 
be said that the majority of cases were oper- 
ated on from two to eight days after onset; and 
the next largest group up to two weeks from 
onset. Several patients had been troubled a 
month or more and a few were recurrent cases 
dating back one or more years. Patients who 
presented themselves with a severe epididymitis 
unrelieved by previous treatment, all had epi- 
didymotomy advised at once. Those which oc- 
curred while the patient was under treatment at 
the Clinic had expectant treatment tried first, 
but operation advised if symptoms progressed 
after 48 hours. Many chose to wait a few days 
longer before submitting to operation. 

TEMPERATURE AT ENTRY TO HOSPI- 

TAIL: This varied as follows: 

: 97-98.6 in 33 cases 

98.8-99 “21 * 

99.2-100 “ 18 “ 

100-101 ‘“ 
102 = 
103 si 
104 - 


No entrance tempera- 
ture recorded = 


| oc HE Op 


Total 9 


Oo 


Thus, in this series, in one-third of the cases 
there was subnormal or normal temperature; in 


practically another third only a very slight ele- 
vation of temperature; while in the other third 
there was definite fever. From this it appears 
that most patients with epididymitis run but 
slight fever, i.e., from 98.8-100 F. 

SUPPURATION: Frank pus was found in 
54 of the 90 cases. In a previous series Cunning- 
ham found gross pus in 60% of the cases and 
this series shows the same percentage. McKay 
also gives the same figure in his series. 

Distribution of the areas involved were as 
follows: 


Tail destroyed by abscess cavity in 5 cases 
Multiple small frank pus areas in tail 
alone in 21 cases 
Multiple small frank pus areas in tail 
and body in 8 cases 
Multiple small frank pus areas in tail 
and head in 3 cases 
Multiple small frank pus areas in head, 
body, tail , in 3 cases 
Multiple small frank pus areas in head 
and body in 1 case 
Multiple small frank pus areas in body 
alone in 8 cases 
Multiple small frank pus areas in head 
alone in 5 cases 
Total 54 cases 


Predominance of involvement of the tail (globus 
minor) is the constant finding of all authors, 
and substantiates the view that inflammation of 
the epididymis takes place by direct extension 
through the vas. Involvement of the body and 
head, according to Rolnick, takes place through 
a peri-tubular and interstitial extension. The 
microscopic pathology, which is not considered 
here, has been thoroughly discussed by Cunning- 
ham and Cook, Kretschmer and Alexander, Rol- 
nick, Campbell, and others. 

In the cases in which no frank pus was found, 
the epididymis appeared as a swollen, injected 
organ like a red-hot acute appendix. From the 
multiple ‘puncture holes flaky or bloody serous 
fluid exuded which undoubtedly would show 
microseopi¢ pus in all eases. 

INJECTION OF VAS AND RESULTS 
THEREOF: In conjunction with the epididy- 
motomy, the Belfield operation of injecting the 
seminal vesicle through the vas with 10 e.c. of 
20% argyrol was carried out in 34 eases. Those 
with a palpably swollen vesicle or with a particu- 
larly dirty urine were chosen for this procedure. 
In 13 eases injection was attempted, but the vas 
was found occluded though not greatly swollen. 
In 7 eases the vas was the size of a lead pencil 
and obviously occluded. The other 36 cases 
were not chosen for injection. 

In a previous series of 12 patients on whom 
the Belfield operation had been used at the time 
of epididymotomy, Cunningham stated he did 
not ‘‘feel that these patients have done better 
than those in which this procedure has not been 
employed’’. Because of this, the procedure was 
not carried out in all cases in this series. How- 





ever, of the 34 cases injected, about one in four 
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or five, when local treatment was resumed, 
showed marked improvement in the character of 
the massage secretion and in the clarity of the 
urine. For this reason, the procedure is still 
used in the particularly dirty cases. 

TIME POSTOPERATIVE TO RELIEF OF 
PAIN: As pain is the one great symptom that 
bothers the patient, naturally that procedure 
which relieves it most promptly and permanent- 
ly is to be greatly desired. Nothing is as ef- 
ficient in accomplishing this end as epididy- 
motomy. Almost every patient stated that, al- 
though tenderness was still present to some 
degree, the pain was gone the morning after op- 
eration and did not return. This agrees with 
Stone, who, writing on the ‘‘Comparison of the 
Results of Various Treatments for Acute Gon- 
orrheal Epididymitis’’, states: ‘‘The most effec- 
tive means of relieving the intense pain of 
acute epididymitis is found to be multiple in- 
eisure of the heavy tunie of the epididymis. 
Forty-seven per cent. experienced no pain after 
recovery from the anaesthetic; by the sixth hour 
after operation a further 11.7% were free of 
pain: by the end of the first day a total of 
84.3% were relieved, and by the end of the 
fourth day all were without discomfort.’’ Stone’s 
paper compares the results of epididymotomy 
with those of expectant treatment, diathermy, 
mercurochrome, sodium iodide, calcium chloride, 
aolan, and gonolin in a series of 215 consecutive 
eases. 

DAYS POSTOPERATIVE TO NORMAL 
TEMPERATURE: The temperature curves 
following operation can be divided into three 
groups: (1) those patients which entered with 
a normal temperature and maintained it 
throughout hospitalization, as in the case of Mr. 
C.R 


Temherature. 





(2) those patients who had normal tempera- 
tures at entry but flared up after operation for 
24 hours and then tapered off, as in the case 
of Mr. D. D. 
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(3) those patients who entered with definite 


fever and had a rapid subsidence of tempera- 
ture following operation, as in the cases of Mr. 
G. and Mr. H. M. 


Temherature. 
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Temperature charts were available in 81 cases 
and show the number of days postoperative to 
permanent normal temperature to be as follows: 


1 day 13 cases, or approximately 17% 


eaave 26 “* -s 25% 
3 oe ot “ce “ “ 25% 
4 “ec 13 “cc “eé oe 17% 
5 “ 5 ‘é “ce se 6% 
6 “ 3 “ “ “e 3.5% 
45 iti 1 “ “ce “eé 1.5% 
a = S sie 5% Temperature 
99 at discharge 


The majority of patients had a normal temper- 
ature on the third postoperative day and by the 
fourth day 84% were normal. The forty-five 
day case was one in which a postoperative hem- 
orrhage with subsequent secondary infection 
kept the temperature elevated. Four cases were 
allowed to leave the hospital with a temperature 
of 99.0 F. because their general and local condi- 
tion was otherwise excellent and they were very 
anxious to leave. In all no further rise of fever 
occurred. 

TOTAL DAYS POSTOPERATIVE IN HOS- 
PITAL: Figures on this phase of the subject 
were available in 85 cases. As all the patients in 
this series were operated on the day they went 
to the hospital, these figures represent the total 
hospitalization as well as the postoperative days. 


3 days 6 cases, or approximately 7% 
4 oe 28 ““ iti “ 33% 
5 “ ot “ “e “ 25% 
6 “ce 13 “ce “é “ 15% 
7 oe if é oe oe “e 8.2% 
8 “ee 5 “cc “ “e 6% 
9 “ce 3 “ “ce ti 3.4% 
10 “ec E | “ “ “ee 1.2% 
53 “ % “e “ “e 1.2% 


Most of the patients are gotten out of bed on the 





third day and there are but few who remain in 
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bed over four days; the summary of the temper- 
ature charts given above show that 84% have 
normal temperature by that time. Patients usu- 
ally remain in the hospital a day or two after 
they first sit up, but a small percentage leave on 
the first day up. The figures above show that 
40% are discharged by the fourth day, 65% by 
the fifth day and 80% by the sixth day. In 
Stone’s series containing 51 epididymotomies 
only 43% were discharged by the sixth day. 
Even so, his comparative figures show that oper- 
ation shortened the time of ineapacity by half 
as compared with expectant treatment. 

WHEN ABLE TO RETURN TO WORK: 
This represents the end of the time incapacitated 
better than the day of discharge from the hos- 
pital because all are not able to return to work 
the day they leave the hospital. A good deal 
depends on how knocked out the patient’s gen- 
eral condition is on account of his infection, and 
also on what kind of work he has to do. Unfor- 
tunately, we have no accurate data on this sub- 
ject but it is our impression that the majority of 
patients get back to work within one to three 
days after leaving the hospital. A professional 
hoekey player, who came in with an epididymitis 
of three days’ duration, in which the epididymis 
was swollen five times normal size, was able to 
play hockey two days after his four-day stay in 
the hospital. From epididymotomy to return to 
work averages from five to eight days, we be- 
lieve, for the vast majority of the patients. It 
would probably be safe to say that most were 
back to work by the sixth day. This compares 
with five to fourteen days for severe cases receiv- 
ing the expectant treatment, according to Corbus 
and O’Conor, and with six to fourteen days, ac- 
cording to Stone, for most of his patients. Epidi- 
dymotomy, then, not only relieves pain most 
promptly, but may save the patient from six to 
eight days economically. To many this is an 
important factor, even after discounting hos- 
pital and surgeon’s bills. 

RECURRENCE: Epididymotomy has the 
jowest incidence of recurrence of all methods of 
treating epididymitis. For this reason, it is an 
ideal form of treatment in all chronic and sub- 
acute recurrent cases unsuccessfully treated by 
other means. Stone mentions 4 recurrent cases 
out of 51 operations. or 7.8%; Baker mentions 
2 cases out of 24, or 8.3%; and our series had 3 
recurrences out of 90 cases, or 3.8%. Two of 
‘these had a second epididymotomy done, while 
the third quieted down in two days on conserva- 
tive treatment. The chief symptom in the oper- 
ated cases was pain, there being no fever, and 
very little swelling. The previous operation had 
been several years before, with complete relief 
until a recent flare-up of the old prostatic infee- 
tion, which the patient had not had checked up 
for a long time. At the second operation all 


the natural cleavage planes were lost, the tissues 
being all matted together, and great care had to 
be taken not to open the tunica albuginea. The 





epididymes were pale rather than red, and when 
punctured, gave forth a little watery material 
but no frank pus. Prompt postoperative recov- 
ery took place in both cases with complete symp- 
tomatic relief. 
CONCLUSIONS: Probably all cases of epidi- 
dymitis would eventually get well under expect- 
ant treatment, as outlined early in the paper, 
though some undoubtedly would develop an ab- 
scess of the testicle with resultant dissolution 
of that organ. Campbell believes this possibil- 
ity is great in the non specific group and urges 
early and thorough operation. In one-third of 
his 79 operated eases out of a series of 326 cages 
of non-gonorrheal, non-tuberculous epididymitis 
the testicle was eventually lost by suppuration. 
He says, ‘‘Clinical observation shows this is not 
due to surgical error but rather to the extreme 
virulence and the pyogenic character of the in- 
vading organisms. Without operation in those 
cases in which surgery is indicated, a still larger 
number of testicles are sacrificed by suppura- 
tion.’’ Jn our series of 90 cases, most of which 
were gonorrheal, however, there was one long 
neglected case of gonorrheal origin in which the 
suppurative process continued after epididymot- 
omy with resultant sloughing out of the testicle. 
In order to lessen or stop pain, to reduce fever, 
and to shorten incapacity, various methods have 
been devised such as the Martin rubber bandage 
to produce hyperaemia, diathermy, intravenous 
medications, intramuscular foreign proteins, 
vaccines, and operation. From a review of the 
literature we gather that in small series of con- 
secutive cases and in selected eases, brilliant re- 
sults, rarely obtainable with the expectant 
treatment alone, are sometimes obtained by the 
use of the various non-operative procedures men- 
tioned above. We will admit that our experi- 
ence in using these adjuncts to expectant treat- 
ment is limited, but from what experience we 
have had, the results have not been constantly 
good. Three-quarters or more of our patients 
get along all right with expectant treatment. 
However, if the epididymitis is severe enough 
to keep a patient from work and in bed, with a 
progression of symptoms after two or three days, 
we advise epididymotomy. This is because we 
believe that to date, in large series of cases, epi- 
didvmotomy ‘js still the method of choice for (1) 
almost immediate and permanent relief of pain, 
(2) quick subsidence of febrile reaction, (3) 
resultant shorter loss of time economically, (4) 
eradication of what may be the focus, keeping 
up infection in the other genital structures, (5) 
lowest incidence of recurrence, and (6) accord- 
ing to Hagner and Cunningham, sterility is less 
often a permanent defect if operation is done 
early. 
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TUBERCULOSIS OF THE HIP JOINT* 
End Result Study 


BY DENIS S. O’CONNOR, M.D.t 


HE end result study which forms the basis 

of this paper was undertaken for the purpose 
of arriving at a correct estimate of the outcome 
of the treatment carried out by the orthopaedic 
staff of the Boston Children’s Hospital during 
the years 1915 to 1924, inclusive. Individual 
opinion as to the value of any particular method 
of treatment is often erroneous, based as it is fre- 
quently, upon particular eases rather than upon 
the average result. Realizing this tendency and 
believing that periodic surveys of results, with, 
perhaps, comparison of those obtained in other 
clinics with other methods, and in comparison 
with the results during a like period in the 
same clinic, offered the best criteria for judging 
the value of the therapy employed in this clinie, 
a study of those cases of tuberculosis of the hip 
joint treated at this hospital during the ten year 
period was undertaken. 

All thé eases classified _in the diagnosis ecard 
catalogue as tuberculosis of the hip joint were 
considered. They numbered 189 cases. As must 
invariably be the situation in looking backward, 
certain cases were found to be not tuberculous. 
The number of such eases in this series is rather 
large, not because of inferior diagnostic ability 
of the attending orthopaedic surgeons at the 
Children’s Hospital clinic, but for the following 
reasons, no one of which reflects upon the staff 
of the hospital: 

It is the rule of the Children’s Hospital clinic 
that on the first visit of a patient to the clinic, 
a tentative diagnosis must be made. While such 
a rule has obvious disadvantages, it is the com- 
mon experience of those who are connected with 
the clinic that unless a diagnosis is made the 
first time, frequently none is made. 

With the tentative diagnosis as a basis, a card 
catalogue, according to diagnosis, is made up 
from all eases entering the outpatient depart- 
ment. Since the time when a final diagnosis can 
be determined cannot well be predicted, a cata- 
jogue based upon determined or proved diag- 
noses cannot be kept. Of the various hip joint 
diseases coming to the Children’s Hospital clinic, 
tuberculosis of the hip is considered to be the 
most serious. Where doubt exists, therefore, a 
tentative diagnosis of tuberculosis of the hip is 
made. Such a diagnosis automatically places the 
patient on the preferred list for entrance to the 
ward for diagnostic study and a earefully 
worked out routine treatment. Should the case 
prove not to be tuberculosis, no harm is done 
and perhaps much good. It is this factor of 

*From the Department of Orthopaedic Surgery, Boston Chil- 
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routine handling of patients which accounts for 
the large number of eases having a final diag- 
nosis other than tuberculosis of the hip. Another 
factor in the large number of non-tuberculous 
conditions in the series is the relative inexperi- 
ence of the house officers who sometimes make 
the tentative diagnosis. 


NON-TUBERCULOUS SERIES 


Out of a total of fifty-four patients definitely 
found not to have tuberculosis of the hip, the 
end result was determined in forty-eight cases. 
The large percentage of determinations was due 
to the fact that many of the cases were of short 
duration and had been closed out with the final 
result recorded in the history. 

Of the forty-eight cases, twenty-two were final- 
ly diagnosed as toxic arthritis, a condition simu- 
lating tuberculosis of the hip on examination but 
clearing up promptly on treatment of the cause, 
which is usually either a pharyngeal infection 
or a marked constipation. The roentgenograms 
in all cases were negative. Fifteen of the twen- 
ty-two were examined and found to have nor- 
mal motion in the affected hip. No limp, defor- 
mity or other evidence of former hip disease 
was present. Most of these cases required treat- 
ment for only a few weeks and not uncommonly 
cleared up after efficient drainage of the bowels 
was attained. The longest period of treatment 
for a ease of this kind was six months. There 
was a family history of tuberculosis in five cases 
and exposure to tuberculosis in three. The von 
Pirquet test was positive in seven cases but was 
negative in those cases giving a positive family 
history and history of exposure. 

Of especial interest from its bearing on the 
subject of non-tuberculous arthritis was the end 
result found in the fifteen cases of toxie arthri- 
tis examined. In not one was there any perma- 
nent joint damage. This group of cases was also 
interesting because the joint condition invari- 
ably cleared up when the cause, either a faulty 
bowel function or an upper respiratory tract in- 
fection, was adequately treated. 

Six of the cases in this series were finally de- 
termined to have Legg’s disease. The family 
history for tuberculosis was positive in two 
cases, negative in two, undetermined in two. The 
von Pirquet test was positive in four cases, not 
determined in two. The roentgenogram was the 
deciding factor in the diagnosis of those cases. 
A useful degree of motion was obtained in all 
cases so that the patients felt that they had made 
perfect recoveries. 

Three.cases of traumatic coxalgia were nega- 
tive on x-ray examination and made complete 
recovery after a few weeks of treatment. 
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NON-TUBERCULOUS HIP JOINT CONDITIONS 
No. Name _ Age at Hip Final V. Pir. T. B. Expo- End Result 
Onset Affect. Diag. ' Test Hist.  sure- 
as M. A. 12 Right Toxic Neg. Yes Yes Perfect motion. 
2. F. A. 2 Right Toxic Neg. Yes Yes 3 —" treatment; perfect 
result. 
3. A. A. 13 Right Toxic Neg No No Normal motion. 
4. E. B. 4% Right Legg’s Pos. Yes Yes Roentgenogram; very good 
motion. 
5. R. B. 6 Left Epiphysitis Neg. Yes Yes on ; perfect mo- 
ion. 
6. F. C. qT Both Toxic Pos No No Perfect motion. 
Ms F. C. 4 Left Legg’s Pos. Yes Yes Roentgenogram; motion 
good; no deformity. 
8. C. C. 5 Left Toxic Neg. No No 6 months’ treatment; per- 
fect motion. ' 
9, JC, 5 Right Toxic os No No a operation; perfect mo- 
ion. 
10. J. C. 316 Right Traumatic Pos. No No One month’s treatment; per- 
fect motion. 
at. H. F. 2% Left Epiphysitis Pos. No No iis good re- 
4 sult. 
12 A. FB. 8% Left Toxic —- No No One month, perfect result. 
13. D. G. 9 Left Slipped epiphysis -—— No No — result; closed reduc- 
ion. 
14, S. G. q Left Osteomyelitis —- No No alae and opera- 
ion. 
15. B. J. 5 Right Legg’s Pos. No No 50 degrees flexion deformi- 
ty; Roentgenogram. 
16. J. L. 81% Left Toxic — Yes No Perfect result. 
17. C. L. 3 Left Toxic Neg. No No Perfect motion. 
18. D. M. 2 Right Toxic Neg. Yes Yes Good result. 
19. M. M. 31% Right Septic Neg. No No Still under treatment. 
2 Cc. N. 4% Left Psoas abscess Pos. Yes Yes 5th lumbar vertebra destruc- 
tion. 
21 E. O. 6 Left Trauma Neg. Yes Yes Roentgenogram negative; 
good result. 
22. iP. 3 Right Septic arthritis Neg. No No Post pneumonia. 
23 A. R. q Both Chronic arthritis -— No No Tissue negative for T. B. 
24, R. S. 2% Left Toxic Pos. No Yes Full motion. 
25. E. R. bg Right Legg’s Neg. No No alii good re- 
sult. 
26. M. O. ? Left Toxic — No No Good result. 
27. H. B. . Right Legg’s Neg. No No rca good re- 
sult. 
28. E. B. . 8 Left Disl. Neg. No No Case lost. 
29. E. W. 8 Right Legg’s Pos. No No iia good re- 
sult. 
30. C. F. 2% Left Traumatic Neg. No No Well in 2 months. 
St. D. M. 5% Left Toxic Neg. No No Well in a few days. 
32. A. N. 3 Left Toxic Pos. No No Perfect result; roentgeno- 
gram negative. 
33. M. H. 5 —_— Iliac abscess Neg. No No Drainage. 
34. J. M. 4, Left Iliac abscess Neg. No No Cured in 2 months. 
35. G. L. 2 Left Toxic Pos. No No Recovered in 2 months. 
36. Ss. M. 34 Left Toxic Pos. No No Discharged against advice. 
37. K. B. 2% Right Iliac abscess — No No Drainage. 
38. A. H. 21% Spine T. B. Pos. Yes No — 
39. A. E. 6 Right Septic Pos. No No Drainage. 
40. R. Q. 2 Right Toxic Pos. No No Good result. 
41. D. R. 10 Right Septic Neg. No No Drainage. 
42, E. R. 9 Right Toxic Pos, No No Recovery. 
43. S. S. 9 Right Septic —_— No No — 
44, F. W. 9 Right Septic —_— Yes No Recovery. Good result. 
45. A. L. 2 Left Toxic — No No Good result. 
46. S. M. 414 Left Toxic Pos. No Ne Good result. 
47. Cc. M. 9 Right Epiphysitis Pos. No No Normal motion. 
48 ja _— — 


Osteomyelitis 
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Four cases of septic hip were treated by the 
Ober method of incision and drainage with good 
functional results. 

The final diagnosis in three cases was epiphy- 
sitis, iliae abseess in three more eases, tuber- 
culosis of the spine with psoas abseess in two 
and osteomyelitis in two cases, one of which died. 

Chronie non-tuberculous infection, involving 
both hips, congenital dislocation of the hip, and 
a slipped capital epiphysis aceounts for the rest 
of the cases. 

In comparison with the cases definitely diag- 
nosed as tuberculous, it is of interest to observ; 
that the end results in all the non-tuberculous 
eases, excepting only the ease of chronie ar- 
thritis, recovered within a few weeks, or at the 
most. a few months, with a normal or nearly ‘or- 
mal range of motion, in contrast to fifty-four out 
of sixty-seven cases of tuberculosis which had 
either no motion at all or, at the most, ten de- 
grees of fiexion. (Illustration I.) 





ILLUSTRATION I. 

Non-tuberculous infectious hip joint disease with bony anky- 
lcsis in extreme adduction. No actual shortening but four 
inches apparent shortening. Corrected by intertrochanteric 
osteotomy. 


As regards deformity, only one case of the 
non-tuberculous series showed deformity, while 
fifty-eight out of sixty-seven in the tuberenious 
series had measurable flexion deformity. 


TUBERCULOUS SERIES 


The following exposition of the routine hand- 
ling of hip joint diseases in the Hospital clinic 
during these ten years, at this point, will save 
interpolated explanations at various later points. 

Tuberculosis is regarded as the most serious 
of the hip joint conditions coming to the clinie. 
Failure to immediately recognize tuberculosis of 
the hip with the tendency to apply measures 
short of complete immobilization is considered a 
loss of valuable time in bringing the diseased 
process under control and a factor in an ultimate 
unfavorable result. Therefore, where a definite 
diagnosis of tuberculosis of the hip could not be 
made at the first clinic visit but was regarded 
as a possibility, the case was considered as tu- 
berculosis and so treated. (Illustration II.) 

Immediately after a tentative diagnosis of tu- 
bereulosis of the hip was made, the ease was 





placed on the preferred list for admission to the 
ward for diagnostic study and treatment of the 
acute condition. If the patient could not be ad- 
mitted to the ward at once, a long plaster spica 
was applied to remain on until he could be ad- 
mitted. 

On admission to the ward, traction was ap- 
plied to the affected hip in the line of deformity 
and maintained until the sensitiveness, muscle: 
spasm and deformity subsided. In the mean-- 





ILLUSTRATION II. 
Tuberculosis of the ilium. Process did not involve hip joint « 


until about two years after discovery of lesion. Diagnosis 
proved by guinea-pig inoculation. 
time, all the laboratory procedures, including 
roentgenograms of both hips and the lungs, and 
intradermal tuberculin test, were carried out. 
Then a Bradford abduction hip splint was ap- 
plied with traction, the patient gotten up on 
crutches and sent either to his home (if after in- 
vestigation by the social service department 
worker it was found suitable), or to the Con- 
valescent Home of the Children’s Hospital, 
where natural sunlight was used to the best 
advantage. 

The cases at the Convalescent Home were ob- 
served once a week by a senior member of the 
Hospital resident staff and other cases were 
seen in the clinic at intervals of two to six 
weeks, depending upon the problems of the par- 
ticular case. In those cases showing a tendency 
to persistency of the flexion deformity, a short 
plaster-of-Paris spica was applied in addition 
to the Bradford splint. 

The final diagnosis of tuberculosis was made 
after a consideration of the family history, the 
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KNOWN CASES OF TUBERCULOSIS OF THE HIP EXAMINED 
No. Name Shortening Ankylosis Still Deformity Motion R oO. R 
Bony Fi- under F. Ab. Ad. F. Ab. Ad. 
brous Treat- 
ment 
x F. A. 3 inches x 25 0 20 5 5 5 0 0 
on F. A. 1 inch x 30 0 30 None 
3. H. B. x 
4, C. B. None x 45 oO 20 None 
5. G. B. x 
6. F. C. None x x 25 0 0 0 0 10 0 0 
ip M. C. 2 inches x 37 0 25 Slight 
8. rae: OE None x 50 0 20 None 
9. N. D. ts x 15 10 0 $e 
10. R. D. 1 inch x 30 =: 10 0 10 «10 sl. sl 
11. H. D. 2 inches x 50 38610 0 10 skh sh 0 0 
12. D. D. De x 15 0 0 0 0 0 0 0 
13. A. D. x 
14. I. D. None x 0 0 0 0 0 0 
15. R. E. 13 inches x x 15 5 0 sl. sl. 
16. L. E. . Ae x 45 40 0 None 
ay. J. F. None x 35 820 es 
18. ea 2 inches x 45 0 20 es 
19. R. F. 1 inch x 85 15 0 
2 Te. None x x 25 0 0 ee 
24 IG x 30 0 0 ee 
22. W. G. x 
23. N. H. x 
24, G. H. 2 inches x 30 39 25 0 None 
25. N. H. 1 inch x 25 5 n 
26. G. H. t * x 45 10 0 5 
oH. T. H. 2 inches x 
2§ M. H. None x 20 =—-20 sl. 
29. R. H. a x 45 0 0 None 
30. E. J. 1 inch x 45 10 
24) M. K. 4 inches x 30 18 None 
32. J: None x Both hips 
33; A. K. 1 ineh x 45 15 40 5 
34. F. K. 1 - x 70 5 None 
35. R. L. 2 inches x 45 10 < 
36. N. M. 3 OS x 45 0 0 ae 
34: M. M. 1 inch x 30 5 5 5 30 30 
38. M. M. 2 inches 10 i> 28h ‘st. 30 30 
39. M. M. None x 25 None 
40. G. M. 1 inch x 30 5 sl sk. sk sl. sl. 
41, R. M. i x 
42. C. M. None x 20 10 None 
43. A. N. 1 inch x 25 15 ee 
44, N. N. 1 ey x 0 80 20 20 45 0 
45. J. O. None x 35 30 15 0 20 
46. W. O. e x 30 None 
47. Cc. O. Both hips 
48. A. P. 2 inches x 35 20 None 
49. HB. P; 1 inch x 0 0 0 90 30 Normal 
50. O. P. None x 35 30 
51. | Rae See 1 inch x 45 10 0 Slight 
52. L. R. 1 = x 30 0 0 None 
53. A. R. pr 
54. H. S. 1 ineh x 90 25 None 
55. M. R. r * x 40 5 “ 
56. a. S. 1 ee x 45 10 sl. si. sl. 
57, E. S. 1 es x Both hips 
58. A. W. 1 inch x 
59. W. W. None x 
60. J. W. 1 inch x 45 10 Slight é 
61. F. W. x Both hips 
62. J. Z. 1 inch x 45 3 0 10 10 0 "45 30 
63. W. C. x 0 None 
64. D. M. x 0 Slight 
65. C. L. x 0 
66. W. C. x 35 5 None 
| 67. F. P x 45 0 0 “ 
Key: F=Flexion; Ab.—Abduction; Ad.—Adduction; I. R.=Inward Rotation; O. R.=Outward Rotation. 
personal history, physical examination, clinical joint fluid or tissue, was done in some cases, the 
course, laboratory data and roentgenograms.|routine use of such measures was considered 
While microscopic examination of tissue ob- | neither necessary nor desirable. 
tained at biopsy, or guinea-pig inoculation of | With this brief outline of the diagnostic and 
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therapeutic routine used, before us, we are in 
a position to evaluate the results shown in the 
study of our eases. 

The total number of possible cases of tuber- 
culosis of the hip joint obtained from the card 
catalogue was one hundred and eighty-nine. 
Fifty-four of these cases were definitely deter- 
mined to be not tuberculous, leaving a hundred 
and thirty-five cases of tuberculosis to be stud- 
ied. Twenty-one, or over 15%, were found to 
have died. The causes of death were: 

General tuberculosis 
Tuberculous meningitis 
Tuberculous enteritis 
Pulmonary tuberculosis 
Broncho-pneumonia—type not given 
Cardiac decompensation 
Acidosis 
Surgical hemorrhage and shock 
Amyloid degeneration of liver and kidneys ................ 
Undetermined 
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Total 21 





Of the remaining one hundred and fourteen 
eases, forty-seven could not be examined be- 
cause of the distance at which they lived from 
the clinic. An attempt was made to determine 
the results in some of the forty-seven cases by 
sending a blank to the family’ physician to fill 
out, but, because of the apparent lack of ability 
of the average physician to conduct a joint ex- 
amination, the results could not be used in this 
study. 

Of the sixty-seven patients living, and exam- 
ined in the course of the study, eighteen were 
still under treatment and therefore classified as 
active tuberculosis. Although classified as ac- 
tive, some of these cases could be judged as to 
the end result. 

Both hips were affected in four eases. 

Twenty had bony ankylosis. Thirty-one had 





ILLUSTRATION III. 


Tuberculosis of hip joint. Complete destruction of head and 
neck of femur. Destruction of upper margin of acetabulum 
and upward dislocation of femur with resultant shortening 
of extremity. Only slight adduction present. 
fibrous ankylosis. Forty-six, including those hav- 
ing bony ankylosis, had slight or no motion; 
eight had less than ten degrees of motion in 





flexion; one had 30 degrees, one had 40 degrees, 


one had 75 degrees, one 80 degrees and one 90 
degrees of motion in flexion. (Illustration IIT.) 


Shortening 


A” BNOVECMINE scccccssssssiccccs 1 —50 out of 67 or about 
he 75%, had one inch of 
shortening or less. 


on “6 





1” ce 
Less than one inch ............ 27 


Flexion deformity was found in fifty-eight 
cases, or 86%. 


Fierion Deformity 


Per 
From To Number cent. 
0 20 13 22.4 
21 30 17 30.0 52.4% had less than 30% 
31 50 24 41.4 flexion deformity. 
51 75 2 3.1 93.8% had less than 50% 
75 or more 2 3.1 flexion deformity. 
Total 58 
Abduction Defermiiy 
(Found in 31%) 
Per 
From To Number cent. 
0 10 11 52 
11 20 5 24 76% had permanent ab- 
PA 30 3 14 duction of 20% or less. 
31 or more 2 10 
Total 21 
Adduction Deformity. (Illustration IV) 
(Found in 22%) 
From To Number Per cent. 
0 10 6 40 
11 20 6 40 
21 30 3 20 
Total 15 
Motion 
Slight or no motion 46 or 80% 
10 degrees 8 or 13.5% 
30 1 
40 sn Z 
75 “a 1 
80 1 
90 “ 1 
Total 59 


While -fifty-eight patients, or 86%, showed 
some degree of fiexion deformity, only fifteen, 
or 22%, showed adduction deformity and twen- 
ty-one, or 31%, showed abduction deformity. 
Thirty of the patients showing flexion deformi- 
ty, or 52.4%, had less than thirty degrees, and 
all but four, or 93.8%, had less than fifty de- 
grees. In view of the marked tendency of dis- 
eased hips to flex and adduct, the results here 
must be looked upon as very good. 

While it is not possible to quote statistics in 
the relation of deformity to awkwardness in 
gait, the impression gained from the observa- 
tion of the above cases was that those having the 
greatest amount of deformity did not neces- 
sarily have the most awkward gait. This would 
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seem to indicate that other factors besides the 
deformity in the hip influenced the gait. It is 
my impression that the actual shortening and 
the degree of flexibility of the lumbar spine were 





ILLUSTRATION IV. 


Firm fibrous ankylosis of hip joint following tuberculosis. 
Adduction deformity with close approximation between upper 
margin of acetabulum and greater trochanter of the femur. 
Adduction deformity correctible only by osteotomy of upper end 
ot shaft of the femur. 


important factors in the determination of grace- 
fulness or awkwardness in gait. 

Of 59 patients in which the degree of mo- 
tion could or could not be determined, 46, or 
80%, were found to have no motion, or so little 
that it could not be determined and recorded. 


An additional 13.5% had ten degrees of motion 
or less. In other words, 93.5% had slight or 
no motion in the hip joint. 

In judging the results of treatment of tuber- 
culosis of any joint. it must be remembered 
that tuberculosis anywhere in the body consti- 
tutes a threat to life. The first object to be 
sought in the treatment of the condition is con- 
trol of the disease. Under the treatment out- 
lined above control of the disease is quickly at- 
tained. Fifteen, or 11%, died from tubercu- 
losis; 60% of that number died from tubercu- 
jous meningitis, the most frequent, the most 
dreaded, and the most hopeless type of tubercu- 
lous disease. 

Arrest of the disease, which is interpreted to 
mean relief of symptoms other than the mechan- 
ical impairment of the joint function, had been 
attained in 80% of the cases examined. 

While late studies of joint tuberculosis have 
tended to show that arrest of the disease with a 
useful range of joint motion is possible, accept- 
ance of that standard would involve the dis- 
earding of many principles of treatment on 
which have been based much successful treat- 
ment. The cure of joint tuberculosis with mo- 
tion must be looked upon at present as a hope 
rather than an accomplishment. From the pres- 
ent study it has been assumed that permanent 
arrest of the tuberculosis of the joint was not 
consistent with a useful range of motion in the 
joint. The object sought in treatment was anky- 
losis of the joint by bone formation. Failing in 
that, a fibrous ankylosis was regarded as fairly 
satisfactory. Less than 10 degrees of motion 
in the hip was believed to be consistent with a 
good result. 





SOME OF THE PROBLEMS AND FUNCTIONS OF 
THE ADAMS NERVINE 


“That symptoms of hysteria following accidents are 
not always due to the hope for larger awards” is the 
statement of Dr. Edward B. Lane, Resident Physician 
of Adams Nervine, which is located on Centre street, 
Jamaica Plain. This statement is in reference to 
the fallacy that these nervous symptoms are due to 
pending litigatiom. 

Dr. Lane states further that Adams Nervine re- 
ceives many nervous people whose trouble follows 
a shock, sometimes due to accidents such as colli- 
sion, but patients are not received there when litiga- 
tion is pending. 

“Many cases of interest, especially during these 
times when there are so many automobile accidents, 
come constantly to Adams Nervine,” said Dr. Lane. 
However, only women patients are admitted and 
these patients must be residents of the Common- 
wealth. The majority of the cases are the victims of 
fear more or less fixed. 





Generally speaking it has been said that women 
have the “monopoly” on nervous disorders, but these 
disorders can be relieved and often cured by means 
of the fine arts. The hospital does not receive insane 
patients. Only three qualifications are necessary ; 
the applicant must be a resident of Massachusetts, 
must be suffering from “nerves” and must be sane, 
If a patient later develops insanity, she is referred 
to treatment elsewhere. 


Several cases were referred to the hospital follow- 
ing the recent stock market crash. The patients were 
victims of financial disaster. “They were suffering 
from shock,’ said Dr. Lane. ‘Humiliation is one of 
the most emotionally shocking of human experi- 
ences.” 


Many patients are treated free at this hospital on 
Centre Street, Jamaica Plain; others pay a small 
sum. The officers are: President, Mr. Edward W. 
Grew; Vice-President, Mr. Andrew J. Peters; Treas- 
urer, Mr. John R. Chapin; Secretary, Mr. Bernard C. 
Weld. 
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CASE 16391 


SUDDEN AGING IN A MAN OF 
SEVENTY-SIX 


MepicAL DEPARTMENT 


An American of seventy-six, formerly an 
apothecary, came to the Emergency Ward Feb- 
ruary 27 apparently moribund. His history ex- 
cept for a few points was obtained from his 
brother. 

The patient was apparently well until six 
weeks before admission, when his friends noticed 
that he seemed to be aging rapidly. His appe- 
tite failed and sinee that time he had eaten 
only a little semisolid food. Three weeks before 
admission he had a severe sore throat which 
had improved little in the interval. Two weeks 
before admission he began to be hoarse and to 
have some cough and at the same time econsid- 
erable dyspnea on exertion, some hiccup and 
mild diarrhea. All these symptoms had _ per- 
sisted. Three days before admission his brother 
saw him for the first time in six weeks and was 
shoeked at his condition. He thought the pa- 
tient had lost thirty pounds as well as much 
strength and had become very weak, was 
dyspneie, hoarse and trouble with hiccup. The 
patient had failed markedly in every way even 
during the past seventy-two hours and espe- 
cially during the past twenty-four hours. 

His father died at fifty of a ‘‘stroke’’. One 
brother died of heart trouble. 

The patient had always had good health. He 
did not use tobacco, alcohol or drugs. 

Clinical examination showed a_wretchedly 
nourished old man sitting propped up in bed 
breathing hard, air hungry and thirsty. Very 
dehydrated. Skin inelastie. Pallor of approach- 
ing death. The tongue showed a foul coat. 
‘auces full, dull red, especially on the right. 
Purulent discharge coated the posterior naso- 
pharynx. Peecan-sized cervical and axillary 
lymph nodes. Heart not enlarged. No mur- 
murs. Blood pressure 150/100. Dullness at the 
right base, in the right axilla and in the right 
back up to midscapula. Crepitant rales at both 
bases and in both axillae. Spleen enlarged; firm 
smooth edge. Liver enlarged. Coarse tremor 
of the limbs. Both ankles edematous. Left 
pupil irregular. Reflexes normal. 

Urine: amount and specific gravity not re- 
corded, a large trace of albumin at the single 


examination. Sediment: 75 to 20 leukocytes, 
50 to 60 red cells per high power field. Granular 
and hyalin casts. Blood: hemoglobin 55 per 
cent, reds 3,260,000, no achromia, moderate vari- 
ation in size and shape, leukocytes 242,000 to 
303,000, 2 per cent polynuclears, 97 per cent 
lymphocytes, about 80 per cent small and 20 
per eent large. 

Temperature 99.9° to 101.2°. 
100°. Respirations normal. 

The patient died in about twenty-four hours. 


Pulse 71 to 


DIscUSsION 
BY DR. RICHARD C. CABOT 


When a man of seventy-six is brought to a 
hospital apparently moribund and unable to give 
his history, one lacks the essential data about 
his previous life without which diagnosis is often 
difficult or impossible. Under such conditions it 
is wise to orient ourselves by recalling that most 
of the deaths in men of this age are due to one 
of four causes: (1) cerebral hemorrhage, (2) 
malignant disease, (3) bladder trouble and its 
complications, (4) terminal infections, especially 
pneumonia. We shall therefore be on the look- 
out especially for these four groups of diseases 
as we read his ease history. 

Failure of appetite and rapid aging in a man 
of seventy-six give us no special clues as to diag- 
nosis. It is difficult to be sure whether they have 
any particular relation to the significant symp- 
toms, dyspnea, cough, hoarseness, and hiccup, 
with which he enters the hospital. 

The family history contains a certain sugges- 
tion of cardiovascular taint. 

As we come to the physical examination, the 
one of the four diseases above listed which seems 
at first most probable is pneumonia, very pos- 
sibly complicating some other infection of the 
upper respiratory tract. , 

In the physical examination we see at once 
that the condition of the lungs is important, 
though the signs in the right back are not clearly 
significant of any single disease. The dullness 
in that region is not likely to be due to lobar 
pneumonia in the absence of bronchial breath- 
ing and abnormal voice sounds. On the other 
hand, the patches of crepitant rales present in 
both axillae and at both bases may well be due 
to confluent bronchopneumonia. 

Although his blood pressure is somewhat ele- 
vated it does not appear that there is enough 
trouble with his cardiovascular system to cause 
his death. 

As to the condition of his kidneys we ean 
make no reasonable conjecture, as the urine ex- 
amination is too incomplete. The facts given 
are compatible with the existence of a chronic 
nephritis with simple passive congestion of the 
kidneys and with a urinary infection involving 
the kidney. The number of red cells per high 





power field is somewhat larger than any of these 
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lesions will account for, but the record suggests 
nothing else to which we can attribute it. 

When we reach the blood examination, the 
diagnosis is settled beyond any reasonable doubt. 
There is only one disease which ean give such 
an enormous count, relative and absolute, of 
small lymphocytes. That disease is lymphoid 
leukemia. The enlargement of the liver and 
spleen and of the cervical and axillary lymph 
nodes is probably evidence of the same disease, 
lymphoid leukemia. This disease will not, how- 
ever, account for the acute symptoms with which 
this patient died. It is more reasonable to sup- 
pose that he had a urinary infection or an upper 
respiratory infection which finally involved a 
bronchopneumonia and so was the immediate 
cause of death. If this was present it doubt- 
less overwhelmed him more easily because of his 
age and because of the moderate secondary 
anemia, which is in all probability due to the 
leukemia; that is, in all probability there has 
been lymphoid-infiltration of the bone marrow 
and crowding out of the red-cell-forming tissue. 

Nothing that has been said so far accounts for 
his hiceup, and it is quite possible that even 
at post-mortem nothing will be found to explain 
it. There seem to be no terminal symptoms such 
as should suggest a peritonitis, in which hiceup 
is often a symptom. I am unable therefore to 
explain the hiccup in this ease. 


CLINICAL DIAGNOSIS (FROM HOSPITAL RECORD) 
Acute lymphatic leukemia. 


DR. RICHARD C. CABOT’S DIAGNOSES 


Chronic lymphoid leukemia. 

Secondary anemia. 

Hypertrophy and dilatation of the heart, 
probably associated with hypertension 
and arteriosclerosis. 

Chronic passive congestion of the lungs. 

Bronchopneumonia. 

Very possibly arteriosclerotiec nephritis or 
arteriosclerotic degeneration of the kid- 
neys. 

ANATOMIC DIAGNOSES 


1. Primary disease. 
Lymphatie leukemia. 


2. Secondary or terminal lesions. 


Bronchopneumonia. 
Arteriosclerosis. 
Areas of hemorrhage and softening in brain. 


3. Historical landmarks. 
Cholelithiasis. 
PatHo.iocic Discussion 
BY JOHN I. BRADLEY, M.D. 


The mesenteric, retroperitoneal and bronchial 
glands were slightly enlarged. The liver was 
slightly enlarged, weighing 2075 grams. The 





spleen was markedly enlarged and weighed 1100 
grams. On section the markings were some- 
what obscured in both. 

The lungs contained small scattered nodular 
areas of consolidation at both bases. 

The gall bladder contained. several large eal- 
culi. , 

The aorta showed moderate 
changes. 

The brain showed a small irregular area of 
softening having the appearance of a vascular 
lesion in the right lenticular nucleus and a sim- 
ilar smaller lesion in the pons. 

Microscopie study showed a characteristie pic- 
ture. The vessels throughout all the organs econ- 
tained large numbers of cells of the lymphocyte 
series, well differentiated and having the appear- 
ance of practically mature lymphocytes and con- 
taining very few mitotic figures. The heart, 
liver, spleen and kidney showed in addition a 
patchy infiltration with similar cells. 

The lung showed a patchy pneumonie exudate 
with lvmphoeytes predominating in many areas. 

Sections of the lesions in the pons showed a 
small area of degeneration and gliosis with a 
moderate infiltration of red blood cells at the 
margins, 


atheromatous 


NOTE BY DR. CABOT 


As leukemia should I think be classed as a 
neoplasm with circulating metastasis, the death 
in this case was I think due to the second and 
fourth of the diseases which usually kill men 
over seventy. 





CASE 16392 


PROSTATIC HYPERTROPHY OF 
UNUSUAL DEGREE 


MEDICAL AND UroLocicAL DEPARTMENTS 
PRESENTATION OF CASE 


Dr. Gites W. THomas*: A sixty-seven year 
old American Negro entered complaining of 00z- 
ing piles for ten years and hematuria for seven 
years. 

He had had nocturia and frequency for the 
past ten years, but was rather vague as to how 
much. Seven years ago he began to have hema- 
turia coming on in attacks every three or four 
months associated with severe pain in the left 
flank which radiated down the left lower quad- 
rant and occasionally into the left testicle. At 
these times he passed large amounts of bloody 
urine and occasional clots. During the past year 
he had had three of these attacks, the last one 
about three months before admission. A year 
before admission he had considerable increase in 
frequency and nocturia, the latter being every 
fifteen minutes. He had had no difficulty in 
starting the stream and no dribbling. He was 
not sure whether he completely emptied the blad- 


*Resident on the East Medical Service. 
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der or not. In the Urological Clinic catheteriza- 
tion gave a residual of thirteen ounces. Cysto- 
scopy was impossible because the cystoscope 
could not be passed. 

Physical examination in the hospital showed 
peripheral arteriosclerosis and marked bilateral 
areus senilis. The thyroid had a fair sized 
adenoma of the left lower lobe. The trachea 
was displaced somewhat toward the right. The 
heart was enlarged downward and to the left; 
the apex was in the sixth space. The sounds were 
of fair quality, but in the fourth and fifth spaces 
on the right was a loud diminuendo blowing 
diastolic murmur immediately following the sec- 
ond sound. The supracardiae dullness was in- 
creased, especially in the first interspace, where 
it was about 8 to 10 by pereussion. Blood pres- 
sure 130/80. The bladder was at the umbilicus. 
He had a large prostate, not very hard. He had 
oozing hemorrhoids with an ulcerated area 
around them. 

Laboratory findings. The urine showed a 
trace of albumin, sediment loaded with leuko- 
eytes, no red cells or casts. Blood: reds 2,500,- 
000, with a hemoglebin of 35. The smear was 
not remarkable. Stools, guaiae negative. Non- 
protein nitrogen the day after admission 49. 

Since the prostatic obstruction seemed to be 
the chief difficulty this man was transferred to 
the Urological service. 


CLINICAL DIscUSSION 


Dr. FuetcHer H. Coitsy: This patient was 
transferred to the Urological service because of 
an obstructing prostate. Rectal examination on 
the medical wards had revealed the presence of 
a large benign hypertrophy of the gland. 
While the patient was able to void he was un- 
able to empty his bladder completely. An over- 
distended bladder could be felt easily which ex- 
tended to the umbilicus. 

Attempts to empty the bladder by means of a 
catheter were unsuccessful. A semi-rigid instru- 
ment appeared to enter the bladder but no urine 
was obtained. The reason for this became evi- 
dent upon examining the specimens removed at 
autopsy. 

Because of the inability to relieve the patient’s 
retention by other means, operation was neces- 
sary. Under novocain infiltration a suprapubic 
cystotomy was performed. The bladder was 
exposed without difficulty. The bladder wall 
was considerably thickened. Upon entering the 
bladder a very large tumor was exnosed which 
filled practically the entire cavity of the blad- 
der. The tumor was so extensive that it nearly 
protruded through the abdominal incision. Ex- 
amination showed this to be an unusually 
marked degree of enlargement of the prostate. 
The patient’s condition would not permit more 
than a minimum of operating. It was, of course, 
entirely out of the question to remove the pros- 
tate at that time. A large tube was put in the 








bladder for drainage and the patient was sent 
back to the ward. 

Following operation the patient was fairly 
comfortable for two days. He died suddenly the 
second evening after operation. : 

The patient had had intermittent hematuria 
for seven years. The bleeding evidently came 
from thin dilated veins covering the prostate, 
These become easily traumatized and are a fre- 
quent source of bleeding, particularly when in- 
fection is present. It is not unusual to have a 
considerable degree of hematuria associated with 
benign enlargement of the prostate, particularly 
if the enlargement is intravesical in character 
with a prominent median lobe. 

Dr. WyMAN RICHARDSON: 
abdominal pain? 

Dr. Cotpy: I should think that was possibly 
due to reflux of urine into one or the other of 
the kidneys. 

Dr. RicHarpson: I took that for evidence 
that the bleeding came from higher up. 


What about the 


CLINICAL DIAGNOSES 


Benign hypertrophy of the prostate. 
Arteriosclerosis. 
Arterioselerotie heart disease. 


ANATOMIC DIAGNOSES 
1. Primary disease. 
Extreme hypertrophy of the prostate. 
2. Secondary or terminal lesions. 


Cardiae infarction. 
Occlusion of the descending branch of the 
left coronary artery. 


3. Historical landmarks. 


Polyp of the stomach. 
Colloid adenoma of the thyroid. 


PATHOLOGIC DISCUSSION 


Dr. Tracy B. Manuory: The median lobe of 
this prostate looks like a uterine fibroid. It is 
approximately the size of a tennis ball. There 
is considerable hypertrophy, or at least what 
for the average person would be hypertrophy, 
of the lateral lobes; but in comparison with the 
median lobes they seem smalJl. I, think it is 
rather striking that with the long duration of 
his symptoms and the extreme size of this me- 
dian lobe the bladder, although of course hyper- 
trophied, is less hypertrophied than we often 
see with much smaller prostates. There is a 
moderate amount of trabeculation, but there are 
no diverticulae at all. It is actually too big a 
prostate to cause as much obstruction as the 
smaller ones, which often act as valves. There 
is dilatation of both pelves. But on the whole 
the secondary phenomena seem relatively unim- 
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portant. The sections show an ordinary benign 
hyperplasia. 

The most important of the remaining findings 
was cardiae infarction. There was a partially 
organized thrombus at the apex of the left ven- 
tricle, where the wall was markedly thin and 
white. There was complete thrombotic blocking 
of the descending branch of the left coronary. 
That is unquestionably an old lesion, a matter 
of weeks at least. 

Dr. Paut D. WuitEe: Was there a history of 
pain or anything indicating coronary throm- 
bosis ? 

Dr. THomas: No. there was not. 

Dr. Mautory: He had a fair sized polyp .n 
his stomach measuring 5 by 3.5 centimeters. He 
had an extremely large colloid goiter, the ma- 


jor portion of which was substernal. 


Dr. Wyman Ricuarpson: It is very disap- 





pointing to have no reason for the aortic dias- 
tolic murmur, perfectly typical except that it 
was perhaps rather lower than usual, in the 
fourth interspace on the left. I do not see how 
that murmur can be accounted for by rushing of 
blood over a thrombus. 

Dr. Matuory: I could not find anything 
definite on either the aortic or the pulmonary 
valve. 

Dr. WuitE: Was the history in any way sug- 
gestive of coronary disease? 

Dr. THomas: No. ’ 

Dr. WHITE: Was there a systolic as well as a 
diastolic murmur? Was the goiter in such a 
position that it might have caused pressure on 
the vessels? 

Dr. Mauttory: The goiter did reach down 
and practically rested on top of the great ves- 
sels and the aortie arch. 
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THREE ERAS 


Tut New York Times on August 17 pub- 
lished a notable contribution by Dr. Haven 
Kmerson based on the recent joint report of 
the American Medical Association and the Na- 
tional Edueational Association relative to the 
improvement in the Nation’s health. 

Fifty years ago one out of every four infants 
died without attaining his first birthday. To- 
day only one out of every seventeen dies dur- 
ing the first year. At that time the life ex- 
peetaney of the infant who survived his first 
year was forty years; today it is fifty-eight 
to sixty years. At the end of the Hundred 
Years’ War in Europe the average length of 
life was not more than eighteen years; after 
the Battle of Waterloo it had risen to thirty- 
three; fifty years ago it was forty years; today 
in New Zealand it is sixty-four years. 

How has this come about? Apparently it has 
been due to three great phases in the public 
health history of our time; the first, the sani- 
tary era, beginning in Great Britain in 1848 and 
gradually extending to this country. Our own 








pioneers were Lemuel Shattuck of Boston and 
Stephen Smith of New York who called atten- 
tion to the facet that people were dying in our 
cities more rapidly than they were replaced by 
births. 

Boards of Health were created and the physi- 
eal surroundings of human life were first at- 
tacked. Housing conditions were improved, 
sewers were constructed, pure water was intro- 
duced and unwholesome milk was forbidden. 
Between 1870 and 1900 the foundation for hous- 
ing reform was laid, nuisances were abated, dis- 
ease-carrying vermin were reduced and the 
health officer played more the role of a police- 
man than of a scientist or a teacher. Under 
authority of the law, cleanliness saved lives and 
quarantine and isolation checked epidemics. 

In 1900 began the second era, the educational 
era, evolved out of our knowledge of the three 
simple facts about tuberculosis, that it was eur- 
able, communicable and preventable. Such men 
as Biggs, Trudeau, Prudden and Janeway in- 
sisted that no mere exercise of sanitary law 
could eradicate such a disease, and widespread 
popular instruction was selected as the most 
promising power at our disposal. 

Following the successful campaign against 
tuberculosis came waves of educational effort 
directed against mental disease, avoidable ecan- 
eer, syphilis and gonorrhoea, heart disease, 
blindness, deafness and puerperal deaths. 

The weaknesses of our past campaigns, how- 
ever, are disclosed unless we take a further 
forward step and enter wholeheartedly the third 
era—that of preventive medicine. To be suc- 
cessful this must assume a universal personal 
participation, including the individual use of 
medical skill for prevention as, in the past, we 
have looked to the doctor to relieve us of the 
suffering of sickness. 

Only by the systematic use of the periodic 
health examination, Dr. Emerson believes, can 
we bring the right way of living healthily, with 
accuracy, force, and appropriateness, into the 
life of each member of the household, factory or 
general community. The competent general 
practitioner of medicine is the original health 
officer, the family and home the first and best 
health center unit. 





WHAT ARE THE PROSPECTS FOR PUB- 
LIC HEALTH LEGISLATION IN 1981? 


TuE responsibility of the medical profession 
respecting public health legislation is stirring 
the minds of those who are aware of defects in 
our present laws. 

The questions as to whether the time is pro- 
pitious for changes governing the registration of 
physicians, further authority for boards of 
health respecting milk supplies and a state wide 
policy of extending the protective power of vac- 
cination will undoubtedly be given careful at- 
tention. 
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We may be sure that the State Department of 
Public Health will try to strengthen the de- 
fensive and offensive programs wherever there 
are weak links in the chain. 

The registration of physicians is one of the 
most pertinent questions of the day for as has 
so often been said, physicians constitute the first 
line defense in the contest with diseases and the 
best qualified doctor is the most efficient adjunct 
to the administration of public health. 

Massachusetts has long stood as one of the few 
states with lamentable disregard of the necessity 
of requiring well educated physicians to care 
for the ills of its people. 

This does not mean that a large proportion of 
our people are satisfied with existing conditions 
but rather that the appeals to the Legislature 
for better preparation of those interested in 
health problems have not been convincing to the 
majority of that body, but on the contrary the 
argument of the poor boy who might become a 
savior of mankind if given a chance or the evil 
machinations of the ‘‘ Medical Trust’’ have had 
an appeal more effective than the reeommenda- 
tions of those qualified to deal with medical edu- 
cation. 

We are looking for a Moses to lead us out of 
the morass of ignorance and prejudice. 

One often wonders why people do not wish to 
enjoy the blessing of health enough to adopt 
measures which will insure against septic sore 
throat, tuberculosis, diphtheria, smallpox, and 
other preventable diseases; but since many do 
not want compulsory regulation of health mat- 
ters, those who know exactly what should be 
done must wait for that kind of experience or 
education which will bring to bear on legislators 
an understanding of their opportunity to bring 
about better conditions. 

Even though Bulgaria and Hungary have 
practically abolished smallpox through compul- 
sory vaccination, a very respectable number of 
our citizens are willing to gamble on the consid- 


erable chance of escaping the disease. 


Dr. Petrillo of the State Hygienic Institute 
of Budapest and Dr. Minoff, a public health of- 
ficial of Bulgaria, on a recent visit to New York 
wanted to see smallpox cases because in their 
own region none was available for study. This 
is testimony which cannot be ignored. 

Fortunately there are persons committed to 
health propaganda who will persist until further 
progress is brought about. 

The attitude of the several committees and 
officials will be watched with interest this winter. 





THIS WEEK’S ISSUE 


ConTaAINs articles by the following named au- 
thors: 


DrEAvER, JOHN B. Sce.D., M.D. University of 
Pennsylvania School of Medicine 1878. F.A.C.S. 
John Rhea Barton Professor of Surgery, Uni- 





versity of Pennsylvania School of Medicine (now 
Emeritus of same). Surgeon-in-Chief, Lankenau 
Hospital, Philadelphia, Pa. His subject is: 
‘Health, Science and Vivisection.’’ Page 613. 


Address: 1830 De Lancey Place, Philadelphia, 
Pennsylvania. 
Hunt, Ernest L. M.D. Harvard 1902. 


F.A.C.S. Director Division of Surgery, Worces- 
ter City Hospital, Worcester, Mass. Pathologist, 
U. S. Veterans’ Hospital No. 89, Rutland 
Heights, Mass. Consulting Surgeon, Holden 
District Hospital. Associate Medical Examiner 
11th District, Worcester County. His subject is: 
‘‘Some Efficiency Problems in Applied Sur- 
gery.’’ Page 616. Address: 20 Kenilworth 
toad, Worcester, Mass. 


GuazierR, MANuEL M. M.D. Tufts College Med- 
ical School 1926. Instructor in Pediatrics, 
Tufts College Medical School. Assistant Phy- 
sician in Pediatrics, Boston Dispensary. Ex- 
aminer, Well Baby Clinics, City of Boston 
Health Department. His subject is: ‘‘Compar- 
ing the Breast-Fed and the Bottle-Fed Infant.’’ 
Page 626. Address: 311 Commonwealth Ave- 
nue, Bostcn. 


Swan, CHannine 8S. A.B., M.D. Harvard 
1923. Assistant Urologist, Massachusetts Gen- 
eral Hospital. Visiting Surgeon, Long Island 
Hospital, Boston Harbor, Mass. Formerly asso- 
ciated with Dr. J. H. Cunningham in the prae- 
tice of Urology. His subject is: ‘‘Epididymot- 
omy for Epididymitis. Analysis of Ninety 
Cases and a Review of the Literature.’’ Page 
631. Address: 264 Beacon Street, Boston. 


O’Connor, Dents S. M.D. Bowdoin Medical 
School 1919. Assistant Professor of Orthopae- 
die Surgery, Yale University School of Medi- 
cine. His subject is: ‘‘Tuberculosis of the Hip 
Joint.’’ Page 636. Address: New Haven Hos- 
pital, New Haven, Conn. 


_— 
—> 


THE BOSTON MEDICAL LIBRARY 


THE HISTORY OF ANATOMY AND ITS 
INFLUENCE UPON THE SCIENCE AND 
ART OF MEDICINE* 

Page 601, Issue of Sep- 

tember 18) 


Upon the death of John Hunter the school 
of anatomy founded by his brother William, in 
Great Wind Mill Street, passed on in succes- 
sion to Baillie, Cruickshank, Wilson, Sir Ben- 
jamin Brodie, Charles Bell, Shaw and finally to 
Mayo and Caesar Hawkins. In 1833 it went out 
of existence entirely. In 1825 there were in 
London, in addition to the Hospitals, seven pri- 
vate schools of anatomy. On the Continent at 
this time Holland was active in the encourage- 
ment of anatomical study and the names of 

*Contributed by Charles F. Painter, M.D., Librarian. 
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Ruysch, Swammerdam, Albinus, and Boerhaave 
were prominent in the last half of the 17th cen- 
tury. In Germany, Haller and in Seotland the 
Monros, who held the chair of anatomy at Edin- 
boro continuously for 126 years, i.e., from 1720 
to 1846, were frequent contributors to anatomical 
and surgical knowledge. Just as in Europe, 
where students who received their incentive to 
pursue anatomical studies carried home with 
them the spark of learning from Bologna, Sa- 
lernum, Padua or elsewhere, so in the 18th cen- 
tury it became the fashion for ambitious Ameri- 
can students of medicine to visit Great Britain’s 
Universities and upon their return carried with 
them a desire to spread the gospel among their 
own people. The first public demonstration of 
anatomy in America was by Dr. Cadwalader in 
Philadelphia in 1751 and eleven years later Dr. 
Shippen became a regular lecturer on this sub- 
ject in the newly established medical depart- 
ment of the University of Pennsylvania. Though 
the horror which at first had stood in the way of 
utilizing the dead for the purpose of anatomical 
investigation had by this time largely subsided, 
still there was another very apparent obstacle 
that stood in the way and that was the procure- 
ment of material with which to furnish students 
with dissection privileges. Munro, early in the 
18th century states that he only saw a dissection 
onee in two or three years during his student 
days and of course had no chance to do one him- 
self. At the end of the 18th century in Great 
Britain no practical anatomy was provided in 
the schools for the students until the Hunters es- 
tablished their Laboratory in Great Wind Mill 
Street. Struthers, writing from Aberdeen in 
1866, says that ‘‘a century ago it was not un- 
common to find a practitioner who had never dis- 
sected.’’ In the effort to procure bodies for dis- 
section many methods were pursued that brought 
medical faculties and students into ill repute 
and ‘‘the Resurrectionists’’ was a term applied 
to those who undertook the hazardous occupa- 
tion of supplying the schools with cadavers. 
Robert Louis Stephenson has most graphically, 
and probably truly, set forth their methods in 
the Seottish University Schools in one of his 
short stories. Nathan Smith acquired in New 
England so unsavory a reputation in this re- 
gard that he was obliged to leave the Dartmouth 
Medical School and devote his energies to up- 
building the medical department at Yale. Riots 
occurred in Philadelphia in which the medical 
students were used rather roughly and Ship- 
pen’s house in that city was mobbed as was also 
that of McCarthy in Dublin, Sir Astly Cooper 
in London and Munro in Edinboro. 

The account: of the hanging of Burke who, 
associated with Hare, had murdered a woman 
by the name of Docherty in Edinboro in order to 
sell her body to the highest bidder for dissec- 
tion purposes, created a great sensation at the 


(1) An Anatomical Retrospect, Hattie, W. H., Canadian 
Med. Asso. J., Feb., ’29, p. 191. 








time. This was in 1829. Burke was sentenced 
to be hanged at the place of public execution 
per order of the court ‘‘until he be dead and his 
body thereafter to be delivered to Dr. Alexander 
Monro, Professor of Anatomy in Edinburgh 
University, to be by him publicly dissected and 
anatomized.’’ The next day the public demon- 
stration became so popular an event that there 
was a riot instigated by those of the populace 
who were anxious to witness the dissection and 
the police were called in to quell it, which 
they were powerless to do, and finally groups of 
fifty were permitted to pass through the theatre 
all that day and the next until, it was estimated, 
the curiosity of some 20,000 had been satisfied. 
It was shown at the trial that this pair had 
victimized, in the same manner, 16 other in- 
dividuals. In London also it was brought out, 
at a similar trial, that one group of ‘‘resurrec- 
tionists’’ had in a single’ winter disposed of 312 
bodies at an average price of 4 guineas. The 
epitaph on Shakespeare’s grave stone is per- 
haps expressive of the feeling that was abroad 
at the time of his death and for long before and 
afterward. It reads, as you may remember: 


‘‘Good friend for Jesus sake forebeare, 
To digg the dust encloased heare; 
Blest be ye man yt spares these stones 
And eurst be he yt moves my bones.”’ 


The outcome of this dread and the events above 
recorded culminated finally, in 1832, in the 
promulgation of the Anatomy Act, legalizing 
dissection in Great Britain. In other European 
countries this had been accomplished somewhat 
earlier. 

The activities of the barber surgeons in the 
17th century included the conduct of public 
dissections and also the cultivation of gardens 
for the growth of medicinal herbs. An account 
of the relics of the Barber Surgeons in Lon- 
don and their Hall, designed by Inigo Jones in 
1634, makes interesting reading as cited by J. P. 
Ross. There was originally an Anatomy The- 
atre connected with this Hall and it was here 
that dissections were undertaken as authorized 
by Henry the VIII’s Charter to the Barber Sur- 
geons. There is a screen of gilded Levant leath- 
er on the walls which has an interesting history. 
In 1740 a malefactor was executed at Tyburn, 
by hanging, and his body turned over to the bar- 
ber surgeons. It is thought that the letting of 
blood at the outset of his vivisection revived him, 
at any rate he cried out loudly ‘‘Don’t’’ and 
the company of surgeons extricated themselves 
from an awkward situation by paying his pas- 
sage on a ship going East, where he became a 
prosperous Levant merchant and in testimonial 
of his gratitude sent back as a present to the 
Barber Surgeons this screen as a proof of the 
authenticity of the story. 

It was not until 1831 in Massachusetts which 


was the first of the States to deal with the mat- 
ter, that a law was vassed legalizing the procure- 
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ment of dissecting material. Up to that time the 
only legal way to secure subjects was through de- 
erees that turned over the bodies of convicts for 
this purpose. Between 1805 and 1820 there are 
said to have been 1100 executions in England, an 
average of 77 per vear, and there were in Lon- 
don alone at the time about 1000 medical stu- 
dents. 

Sir William Ferguson’s Lectures on the Prog- 
ress of Anatomy and Surgery published in 1867 
and covering his active life as an operating sur- 
geon, give a picture of the intimate association 
of anatomical studies with the practice of sur- 
gery as it obtained with him and his contempo- 
raries. It was descriptive, regional or surgical 
anatomy that the men of that time were inter- 
ested in, the work of the Hunters having given 
great impetus to investigations of that nature. 
Ferguson himself was rather impatient over 
the tendency to pay attention to minute anat- 
omy, made possible by the perfection of the mi- 
eroscope. Few there were of the great surgeons 
who had not written upon anatomical subjects 
before they had ventured upon surgery and the 
preparation and classification of museum speci- 
mens were naturally enough the direction in 
which the scholarly among the operating sur- 
geons made their scientific contributions. In 
teaching positions the Professorships of Human 
Anatomy and Surgery were frequently com- 
bined and even down to recent times in our 
own medical schools this tendency has prevailed. 
Aspirants for surgical honors in the practice of 
medicine were nearly always desirous of asso- 
ciating themselves with the anatomical depart- 
ments of medical schools. In 1825 there were 
on the Continent such men as Dupuytren, Dif- 
fenbach, von Graefe, Lisfrane, Larry, Roux and 
Velpeau, and in America Warren and Mott; in 
England, Abernethy, Bell, the Monros, Guthrie, 
Veitch, Hutchinson, et al, all of them surgeons 
and all of them contributors to the general fund 
of knowledge of Anatomy. 


PART II 


From the foregoing rather sketchy review of 
the historical background of the development 
of the Science of Anatomy we come now to a 
study of how the art of surgery fits in (if indeed 
it does) with the advances which have marked 
the progress of the investigation of the structure 
and functions of the human body. The first 
surgery that mankind required was that con- 
nected with the healing of traumatie injuries 
and it was probably a long time before patholog- 
ical lesions were recognized as such, or were 
the subjects of surgical treatment. How long 
these phases of surgical knowledge were in de- 
veloping, after man emerged from a savage 
state, will probably never be very accurately 
known. From a chart published in a work on 
medicine by William Black of London in 1782 
the names of sixteen writers upon surgical sub- 
jects appear between 400 B.C. and 1500 A.D. In 








the 1500’s the number rose tn twenty-one; in 
the 1600’s to thirty-one and in the 1700’s to 
fifty-eight. This is probably not a very accurate 
measure of the work that was being done in 
surgery and there are doubtless many reasons 
why there should have been such a decided in- 
crease in surgical activity in the 14th century 
and after, other than the fact that there were 
perhaps more physicians who were interested in 
surgery. It may be that it was largely accounted 
for by the greater opportunities for becoming 
familiar with human anatomy and therefore the 
surgeon was;:emboldened to undertake things 
which before that time he would have lacked 
courage to attempt. The centuries before Hero- 
philus, i.e., prior to 1500 B. C., seem to have 
been a period, when, the world over, men were 
learning to treat traumatic wounds on about 
the same principles. When we reach B.C. 1000, 
bandaging to restrict swelling and measures to 
control hemorrhage were being practiced in 
much the same manner as at present wherever 
there is information available to enlighten us. 

It was not until the Trojan War 1194-1184 
B.C. that surgery received recognition through 
the granting of permanent trophies to its emi- 
nent practitioners such as were already being 
granted to those who had distinguished them- 
selves for bravery in battle. Two lines from 
Homer are often quoted to emphasize the impor- 
tance to armies in the field of competent medi- 
cal service, viz. : 

‘*A wise man skilled our wounds to heal 
Is more than armies to the publi¢ weal.’’ 


In 886 B.C. Licurgus gave orders that physi- 
cians should accompany all Spartan armies. It 
was mostly in connection with the treatment of 
service wounds that these physicians were con- 
cerned and the operations they performed were 
chiefly trephining of the skull for head injuries 
and sometimes of the long bones to give vent 
to pus and the treatment of hemorrhage, in 
which endeavor, when all other methods failed, 
they ligated the bleeding vessels. Venesection 
was very generally employed and it was upon 
this, a fasting diet and cooling drinks that re- 
lianee was placed in such treatment of visceral 
inflammations as they ventured to undertake. 
Poultices and astringents comprised most of the 
local surgical treatment that was practiced. 
Cutting for stone in the bladder had been per- 
formed before the time of Hippocrates. Indeed 
he discouraged his followers from doing so as 
he regarded it as a bit of quackery, for it was 
at the hands of irregular and peripatetic practi- 
tioners that most of it had been done. It re- 
quired a great war (Alexander’s conquests) 
where many Greek troops campaigned for a 
long time in a tropical country, and the estab- 
lishment of the Alexandrian School, where anat- 
omy was first studied practically, to provide 
surgery with a fresh impetus. The Romans kept 
aloof from all things medical or surgical at this 
period. It was not considered compatible with 
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the dignity of Roman citizenship to become a 
physician and for many years the only doctors 
Rome had were Grecian slaves attached to the 
great patrician houses. Irregulars and quacks 
of all kinds there were in abundance. [During 
the first century the Methodists, an organization 
that dealt with external injuries, deficiencies of 
parts and enlargements was formed in Rome. 
They were adept in the treatment of wounds 
complicated by external poisons, as from poi- 
soned arrows, spear heads, ete.| In the ruins of 
Pompeii and Herculaneum some forty surgical 
instruments were found in a house belonging 
to a surgeon, consisting of lancets, forceps, cath- 
eters, speculae, cupping glasses, ete. These were 
mostly made of bronze, some of silver. In the 
Royal Bourbon Museum in Naples there is a 
still larger collection of 199 surgical instru- 
ments from Hereulaneum and Pompeii. 

In the Talmud, prior to 200 A.D., there are 
found evidences of the progress of surgery 
among the Jews. The Rabbis were acquainted 
with methods of suturing wounds, freshening 
their edges to ensure union and the employ- 
ment of a hollow uterine sound to assist in differ- 
entiating hemorrhages from the uterus or 
the vagina. They report cases of imperforate 
anus and they were familiar with drugs that 
produced a certain degree of anaesthesia. Prior 
to the captivity of the Jews in Egypt (1700 
B.C.) there is no record of any surgical opera- 
tions among them. It is stated that Joseph gave 
orders for the physicians to embalm the body of 
his father and it is also stated that Abraham 
was subjected to the operation of circumcision 
when he was ninety years of age. Abraham’s 
time was about 1900 B.C. The instrument used 
in the performance of circumcision was made 
from a sharpened stone. Trephining, which 
was performed chiefly for headache, epilepsy, 
ete., probably dates back to the Pyramid builders 
in Egypt. Between that time and the date of 
the Ebers Papyri (B.C. 1552) there are only 
such records of surgical procedures as are rep- 
resented in hieroglyphics upon tablets or de- 
picted in mural decorations. By that time, 1552 
B.C. surface tumors were known and in a meas- 
ure differentiated. In particular, suggestions 
were made whereby one might distinguish the 
fatty tumors from those of another nature. Cer- 
tain artificial parts were supplied notably in in- 
juries to the trachea. Artificial legs were con- 
structed and defects in the eranial bones were 
supplied when, as a result of depressed fractures, 
considerable pieces of bone had to be removed. 
That artificial teeth were used has been proven 
in certain of the mummies. Bandaging was done 
in great perfection and the bandages were stif- 
fened with some reagent comparable to the mod- 
ern ‘‘silicate’’. The excellent results in the 
handling of fractures observed among the mum- 
mies testify to the accuracy of their reductions 
and alignments and the general efficiency of 
their treatment. Surgical instruments of many 











sorts have been found in Egyptian tombs, e.g., 
probes, scissors, knives, forceps, cupping vessels, 
ete. Homer, about 1000 B.C. describes the treat- 
ment of forty wounds in different parts of the 
body. The Court of Cyrus was noted for the 
skill of the opthalmic surgeons which he gath- 
ered about him because his troops had suffered so 
much in some of their expeditions into regions 
where the sunlight injured their eyes. Between 
his time and that of Hippocrates, B.C. 462, there 
is, in Grecian literature, very little reference to 
any surgical sabject. Four different kidney le- 
sions however were described and it was ad- 
vised that in certain tumefactions about this 
organ that incisions should be made to give vent 
to suppuration. The surgery of Hippocrates’ 
time concerned itself chiefly with head injuries, 
fractures, dislocations, hemorrhoids, fistulae 
and ulcers. His directions for the employment 
of trephining in compound skull fractures were 
quite specific though not wholly in accord with 
modern views, whereas the principles he fol- 
lowed in fractures and dislocations of the long 
bones were not dissimilar to those of the present 
day. It is evident that he had plenty of trouble 
with sepsis in the management of compound 
fractures. 

The surgery of India was doubtless largely 
influenced by Arabic teaching and such records 
as are extant only cover the period from 1000- 
700 A.D. They were, for the time, quite clever 
in devising and constructing instruments. The 
tools were generally designed for a definite pur- 
pose, as for example, scarifying, amputating and 
puncturing. They had eatheters, needles and 
string for suturing and ligating. Fractures and 
dislocations were treated quite well then with 
bamboo splints, just as now. Operative pro- 
cedures included removal of moles and polypi, 
tapping for ascites, removal of foreign bodies 
and lithotomies, performed both by the supra- 
pubic and perineal routes. They also undertook 
plastic surgery, particularly rhinoplasties. In 
the acquisition of operative technique they prac- 
ticed upon animals, and they punctured fruits 
and gourds in order to acquire familiarity with 
the resistance met in the insertion of a trocar. 
Among the Chinese Hwa To is regarded as the 
pioneer surgeon. He is believed to have lived 
in the third century A.D. He performed abdom- 
inal section for relief of visceral disease and 
treated caries of the scapula by operative 
methods. He also is reported to have punctured 
the ventricles of the brain to relieve pressure. 
Laparotomy was performed by Chian Kuei in 
the sixth century. Records of Chinese surgery 
are Sparse and even today there is so little done 
by the native Chinese that it seems improbable 
that there was ever much activity in this line 
among the Celestials. 

The Alexandrian school made rapid and very 
considerable advances in surgical practice per- 


haps stimulated by the fact that it was here 


that anatomy got its first real start through the 
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practice of human dissection. Celsus wrote in 
the most brilliant period of the Roman Empire 
(30 B.C. to 14 A.D.) during which time lived 
Ovid, Virgil and Horace. He describes carefully 
the operations for cataract, phimosis, broncho- 
cele: (goitre), nasal polypi, varicocele, umbilical 
and intestinal tumors, herniae, amputations 
through healthy tissue with the use of ligatures, 
instead of through dead tissue so as to avoid 
bleeding, which was the method of Hippocrates. 
He also refers to the plugging of the nares to 
control nose bleed. He also discusses versions 
and Caesarean section. Between Celsus’ time 
and that of Galen, 131-200 A.D., there were 
three surgeons of considerable note, viz. : Soranus 
of Ephesus, Rufus of Ephesus and Heliodorus. 
Most of their writings have been lost but enough 
have been preserved to show that they were 
treating herniae by excision of the sae and re- 
secting strictures of the urethra. Soranus dis- 
eusses the differential diagnosis of pregnancy 
from ascites and solid tumors by means of pal- 
pation, percussion and succussion. He was ac- 
quainted with the use of the uterine sound and 
speculum. Celsus reports also that hydrocele 
of the cord was being treated by the actual 
eautery. Aetius and Alexander of Tralls were 
the compilers of the significant medical observa- 
tions of the 6th century. They give a good deal 
of prominence to the uses of charms and amulets 
in the treatment of disease. Rome which was 
founded 750 years B.C. boasted of having no 
physicians for 600 years relying wholly upon 
spells and incantations. Heliodorus who anti- 
dates Celsus gives the first account of torsion and 
ligation of vessels and performed external 
urethrotomy for stricture. 

Paul of Aegina was the last of the Greek 
writers on medicine. His time was during the 
seventh century. He studied at Alexandria and 
among his writings there is one entire book de- 
voted to operative surgery. In the treatment 
of hemorrhage the Hippocratic writers had been 
silent, certainly so far as arterial hemorrhage 
was concerned. Celsus refers to it and advocates 
the use of lint, cold water compresses and vine- 
gar. The employment of caustics he discour- 
aged for fear of inflammation. Should these 
methods fail, ligation of the vessel on either 
side of the point of bleeding was advised. This 
is the first published reference to the use of the 
ligature. They did also distinguish between 
arterial and venous bleeding. It is very strange 
that, possessed of this knowledge, no one seems 
to have thought of ligating vessels at amputation 
until Archigenes, early in the second century, 


appears to have ligated the large vessels of the 


leg prior to amputation. Apart from this at- 
tempt the red hot iron was the only method em- 
ployed to check bleeding in a stump after ampu- 
tation. Galen refers to the treatment of 
Aneurysm, a subject not mentioned by Hippoc- 
rates or Celsus. Antyllus treated it by double 
ligation. In the matter of skull fractures Celsus 








follows Hippocrates’ teaching very closely and 
in fact the Greeks and Romans were not very far 
apart so far as this treatment was concerned; 
neither in principle did it vary much from that 
of today. Both Galen and Celsus discussed Can- 
cer, particularly that occurring on the face and 
in the female breast and were aware of metas- 
tases in liver and spleen. They recognized the 
incurable, and therefore inoperable, varieties. 
Galen and Celsus both describe in considerable 
detail the operative treatment for stone in the 
bladder and Paul of Aegina followed their prac- 
tice very closely. Albucasis, the most celebrated 
writer of the Arabian School, who died in 1105, 
was the first to illustrate his surgery with draw- 
ings of the instruments he employed. He dis- 
cusses the use of the cautery, scarification, blood 
letting, fractures, sprains and dislocations. He 
refers to ‘‘the cord used in musical instru- 
ments’’ as suitable for ligatures, which may per- 
haps indicate that he was the first to employ 
eatgut as ligature material. He was unques- 
tionably very familiar with the work of Paul of 
Aegina who on his part gave the ancients credit 
for doing practically all the major operations 
with which he was familiar and he was through- 
out the entire period of the revival of letters in 
Western Europe the authority on surgical mat- 
ters. He evidently had removed scrofulous or 
tuberculous glands from the neck and believed 
that the trachea could be opened without too 
great danger, though it does not appear that he 
himself had undertaken to do so. He operated 
upon certain pedunculated abdominal tumors 
which were of a malignant character but never 
successfully; neither had he heard of anyone 
who ever had. From Albucasis’ time on, to the 
period of the establishment of the Universities 
of Northern Italy, there were very few writers 
upon surgical subjects and what little surgery 
was being done was by peripatetic barber-sur- 
geons and their ilk. 


Early in the thirteenth century Roger of 
Parma came into prominence as a surgeon and 
writer on surgical subjects. He published his 
book in Venice in 1490. He and Roland, a pupil 
of his, were also close followers of Paul of 
Aegina. 

Guy de Chauliac is the next outstanding figure 
in the surgical world. He was born about 1300 
and was fortunate in being able to study med- 
icine at the three great Universities of his day, 
viz.: Paris, Bologna and Montpellier. His con- 
tributions were not many on the practical or 
technical side but he wrote a surgery that was 
standard for above two hundred years. This 
was written in 1363 though it was not printed 
until 1478. Because of the fastidiousness of the 
medical men of the day, who thought surgery 
was beneath their dignity, most of the care of 
wounds and other surgical lesions fell to the lot 
of the ‘‘barber-surgeons’’ whose original duty 
was to shave the heads of the monks and with- 
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draw blood from them on certain prescribed 
occasions. 

The invention and use of gunpowder added 
a new element of danger in military surgery, 
for the wounds were generally regarded as poi- 
soned. The first time the English used gun- 
powder in war was at the battle of Crecy, in 
1346. John de Vigo (1460-1520 ?), surgeon to 
Pope Julius II, wrote the next epoch-making 
Surgery after that of Guy de Chauliae and in it 
discusses for the first time in medical literature, 
the injuries inflicted by firearms. In this book 
is also a Chapter on Syphilis, a disease only just 
then manifesting itself in Europe. Another sur- 
geon of some prominence in this period was Tag- 
liacotius, who was Professor of Anatomy and 
Surgery at Bologna during the latter part of 
the 16th century. He was a pioneer in plastic 
surgery and was the first to employ skin flaps 
from the arm to repair defects on the ear and 
lip. The method was seized upon by some for 
show purposes, anticipating P. T. Barnum by a 
good many centuries. ‘‘Double monsters’’ were 
exhibited as a result of grafting flaps of the skin 
of the buttocks of one boy into the buttocks of 
another, back to back. Victor Hugo recalls 
this practice in ‘‘L’ Homme qui rit’’. The period 
was characterized by the practice of two classes 
of itinerant operators known as ‘‘eutters’’ and 
‘‘incisors’’. They travelled about operating 
chiefly upon hernia and stone in the bladder. The 
Colot family were perhaps the most famous of 
these, just as the ‘‘Sweets’’ in Eastern Massa- 
chusetts have for many years had a reputation 
for bonesetting. The first recorded case of 
suprapubic lithotomy belongs to this time. Am- 
broise Paré lends the chief distinction to Sur- 
gery in the 16th century, his greatest contribu- 
tion being the use of ligatures in amputations. 
Germany, up to the middle of the 15th century, 
had produced no conspicuous surgeon except 
Braunsweig who wrote a very excellent Surgery 
a copy of which is in Dr. Bullard’s collection of 
Incunabula in this library. The times of which 
we are writing were by no means free from 
shysters and charlatans and as is usually the 
case the really able physicians, who were unscru- 
pulous, were more of a menace than the more 
simple ones though they sometimes had ideas 
far in advance of their times. Paracelsus, e.g., 
who was really a genius, was a quack of the first 
water. He had studied alchemy and chemistry 
but practised surgery. He believed that there 
were juices within the body that tended to heal 
wounds and scoffed at the idea that suppuration 
was a necessary step in the progress of wound 
healing, crudely anticipating later theories re- 
garding immunization and antisepsis. 

In the 17th century the world was entering 
upon an age when the scientific spirit was com- 
ing to the front and so much that was new was 
being discovered that a practical matter like sur- 
very was not receiving much attention. It was 
the time of Francis Bacon, Galileo, Descartes, 





Paseal, Isaac Newton and Robert Boyle. It was 
also the time of Harvey, Sydenham and Fabri- 
cius. The latter had a well trained mind though 
he made no great contribution to the art of 
surgery. His renown and the number and ex- 
cellence of his writings contributed to making 
the University of Padua the most famous place 
in Europe in which to study medicine, particu- 
larly in respect to anatomy and surgery. He 
refers to surgery of the intestines and ealls at- 
tention to the desirability of using animal su- 
tures and cites the introduction of the trachea 
of an animal into the lumen of a severed gut, 
in order to keep it patent while healing. He re- 
ports a tracheotomy and states that he had seen 
one case of cancer of the breast get well after 
excision of the breast. 

When one starts out with a preconceived no- 
tion about anything it not infrequently happens 
that he finds that such a preconception was really 
only a notion and had no body of facts to sup- 
port it. As I review the evidence of such of it 
as I was able to compile, concerning the develop- 
ment of the science of anatomy on the one 
hand and the progress of the art of surgery 
upon the other, as it has grown up since the days 
when it concerned itself almost solely with the 
healing of wounds and ulcers, I am foreed to 
the conclusion that those who were possessed of 
the instinct for surgical therapeutics were but 
little hindered by a tyro’s knowledge of anatom- 
ical structure and would have advanced with 
but little more rapidity had their opportunity 
for dissection been accorded them much earlier. 
It is true that after the time of Vesalius and 
Harvey operative technique took long forward 
strides but it must be remembered that many 
other factors may have entered into the equation, 
nor should we forget that long before there was 
any opportunity for acquiring an anatomical 
background the bolder ones among the medical 
profession were undertaking many operations 
for which they made their anatomical prepara- 
tion as they went along. How the wild Aborig- 
ines of Australia, the South Sea Islands or the 
Eskimo learned so successfully to sterilize their 
women by an_ extra-abdominal procedure, 
through the inguinal region, in a manner not 
dissimilar to that by which a veterinary sur- 
geon spades a bitch, and to trephine the skull, 
the shafts of the long bones and sometimes even 
the joints for rheumatism or arthritis, without 
any knowledge whatsoever of anatomy, it is diffi- 
cult to understand and vet there is abundant 
evidence that it was a common practice among 
them and they did it with instruments made of 
bone or stone. 
tribes who circumcised the males to perform a 
similar operation upon the females through 
excision of a part of the clitoris and the labiae 
minores. They also made a suburethral incision 
on the males the purpose of which is not appar- 
ent unless it may have represented some of the 
earlier attempts at birth control. Many a elumsy 
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technician today, provided he has a pretty good 
idea of what he conceives to be the goal he has 
in view, gets very good results without draw- 
ing heavily upon any store of anatomical knowl- 
edge which he may or may not possess. If he is 
clean and knows something of morbid anatomy 
he ean manage to get by without having scarce- 
ly a speaking acquaintance with many of the 
structures he must pass through, or by, on his 
way to the lesion he seeks to treat. There were 
times when anatomical knowledge seems to have 
stimulated surgeons to greater activity in apply- 
ing operative therapy for the relief of bodily 
iesions. One of these was for a while after 
Vesalius’ great work on anatomy was published 
and again when the Hunters established in Lon- 
don their schools of anatomy. From this latter 
period there seems to have been no falling off 
of interest in surgery and furthermore this 
would appear to mark the time when surgeons 
of repute seem, almost invariably to have been 
men who had come up to the mastery of their 
profession through the experiences of the dis- 
secting room. They were teachers of anatomy 
at some time during their careers. This would 
seem to have been rather more true of the Eng- 
iish speaking surgeons than of others. The con- 
trol of hemorrhage must have served to em- 
bolden the operator and allay the terror of the 
patient for knowledge of the cruder methods 
inust have been a deterrent, for the terrors of 
boiling oil and red hot iron must have been 
broadeast as the means of stasis, at least by 
those who had experienced the suffering. Though 
there was no real knowledge of the circulation 
until Harvey’s time, still veins and arteries were 
referred to and the differences between them, or 
some of them, were well recognized. With even 
the little knowledge of the circulation thus pos- 
sessed it is not unthinkable that surgeons should 
have been willing to adventure a good deal with- 
out much fear from bleeding even before the 
ligature was known. Even though general an- 
aesthesia opened wide the doors both for the 
surgeons and also for the timid among their pa- 
tients, we must remember that far back in the 
early childhood, if not the infaney of the pro- 
fession some sort of benumbing drugs were em- 
ployed that served to make less brutal the min- 
istrations of the surgeon. In the Odyssey Helen 
puts a sleeping potion in Telemachus’ wine. The 
Talmud speaks of a narcotic ‘‘Somme de 
Shinta’’; the Arabian Nights of ‘‘Bhang,’’ 
Shakespeare of ‘‘drowsy syrups’’ and a long list 
of soporifics, e.g., dewtry, henbane, mandrake, 
hemlock, lettuce, opium, and Indian hemp were 
used to induce a degree of anaesthesia that took 
away some of the terrors of operative surgery. 
When the time arrived in which histology and 
morbid anatomy opened up new fields to ex- 
plore, if not always to conquer, surgical tech- 
nique had been perfected to such a point that 
superficial anatomical knowledge and experi- 
ence did not restrain the surgeon from extending 





the scope of his operative treatment and that 
without any considerable additions to his ana- 
tomical armamentarium. Infection was becom- 
ing the surgeon’s bugbear and mortality had 
doubtless increased in frequency as the condi- 
tions of living became more and more compli- 
cated. When Pasteur gave the clue to the solu- 
tion of this problem and Sir Joseph Lister per- 
fected the early antiseptic technique then a 
far more serious obstacle to the progress of 
surgery was removed than ever existed because 
of lack of knowledge of anatomical structure or 
pathological histology. 

There is another group of facts that are dif- 
ficult to explain and seem to indicate that sur- 
gery has not necessarily been restricted to any 
great extent by lack of anatomical knowledge. 
Among primitive people, whether they were pre- 
historic or fairly modern, there seems to be an 
almost instinctive knowledge of how to do cer- 
tain things that must be done in the way of 
surgical treatment to meet the accidents be- 
falling those who live a tribal life. Fractures, 
for example, have been surprisingly well han- 
dled among those who lived under such condi- 
tions. Smith has collected illustrations of frac- 
tures shown in mummies of the date of 2700 
B.C., where splints had been applied to hold 
the fragments in apposition in multiple thigh 
fractures and the position was good after nearly 
4500 years. The Boganda tribe of African 
negroes insert, to this day, strips of wood next 
to a bone, bridging over the seat of the fracture, 
drawing the flesh down over it and lashing the 
splint, thus subcutaneously placed, by bands 
outside. Some of the Melanesian tribes in the 
South Pacific have employed green wood for 
intermedullary grafts in compound fractures 
of the tibia, driving one end into the marrow 
cavity of the upper fragment and then by trac- 
tion and flexion exposing the lower fragment 
until it was possible to insert the other end of 
the stick into the medullary cavity of this frag- 
ment. The Polynesians, the Paraguayans and 
the native tribes of New Guinea, Borneo and 
India as well as certain of our own Indian tribes, 
particularly the Shoshones, are employing wil- 
low twigs and other wood fiber and the bark 
from trees in the treatment of fractures. The 
heavy, large-leaved tropical foliage is frequently 
resorted to for the purposes of splinting. The 
Aztecs were treating fractures with splint mate- 
rial when the Spaniard came first to their coun- 
try. Craniotomy for headaches and as a part 
of magical treatments of various sorts has been 
an almost universal practice among primitive 
peoples and often they have been so far sep- 
parated from one another in time and space 
that it seems hard to believe that one learned it 
from the other. Stone and bone were so fash- 
ioned by primitive man that cutting operations 
were done with instruments of this sort long 
before copper, bronze or iron were employed for 
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such purposes and it is thought that copper at 
any rate was known 8000 years before Christ. 
Representations on slate tablets of Ancient 
Egyptian dynasties show the operation of cir- 
cumeision being performed and though the 
Hebrews may have learned to do this from their 
captors, the Egyptians, yet why it was so widely 
done among peoples for whom there was no 
religious compulsion, it is hard to understand 
unless it has been the survivor of a number 
of mutilating operations that seem to have had 
a vogue among all primitive people which may 
possibly have had some connection witb their 
belief in magic. Such customs are reported from 
so many localities where life is, even now, of 
the most primitive tribal sort that it almost 
seems such procedures have been a part of a 
universal inheritance, the reason for the ex- 
istence of which is now so long outgrown that 
civilized peoples can no longer apply any 


logical explanation. Certainly there is no 
anatomical knowledge possessed by these 


primitive peoples and yet they are doing a cer- 
tain amount of surgery that we would think 
should not be done in the absence of some ac- 
quaintance with structural anatomy. Garrison 
ealls attention to the fact that in spite of 
Vesalius and the School of Anatomists he fos- 
tered, that the 17th century was far less well 
supplied with surgeons than had been the three 
preceding this era, particularly in Italy and 
France. It would therefore appear that anatomy 
should be regarded as the handmaiden of' sur- 
gery and a very helpful one to those possessed 
of the best qualifications for becoming surgeons, 
but a service which has never been wholly 
indispensable and which has contributed less to 
the suecess of the surgeon of today than does 
pathology, physiology or even biochemistry. 


<i 





MISCELLANY 


TUBERCULOSIS ABSTRACTS 


Robert Koch in 1884 raised hopes that tuberculin 
would prove to be a specific cure for tuberculosis. 
His failure did not discourage but rather spurred on 
numerous other brilliant workers. A half-century 
of futile search has considerably dampened the 
hope that a singie genius will solve the riddle. There 
is, however, promise of a solution in the joint effort 
of many minds. Such an effort is being made by 
the Committee on Medical Research of the National 
Tuberculosis Association, which, since 1921, has been 
working systematically on anatomical, pathological 
epidemiological studies, and particularly on an an- 
alytic study of the tubercle bacillus itself. When 
the composition, nature, and physiology of the bacil- 
lus, as well as the body cells involved in the disease, 
are fully understood, it is not only possible but prob- 
able that a simple means will be found to cure and 
prevent tuberculosis. Kendall Emerson has given 
a résumé of the work and findings of this committee 
in the Journal of the American Medical Association, 








March 15, 1930, from which the following synopsis is 
derived: 


RESEARCH IN TUBERCULOSIS 


Research in the chemistry and biology of the living 
tubercle bacillus required far more in equipment and 
personnel than could be found in any single labor- 
atory. There were, however, numerous individuals 
equipped to carry on highly specialized and technical 
research. The Committee on Medical Research, or- 
ganized in 1921, succeeded in interesting a consider- 
able number of specialists in attacking the study 
under a cooperative plan. Twenty-one different lab- 
oratories are now so correlated, and workers of 
these laboratories meet in frequent conferences under 
the leadership of the chairman of the committee. 


MATERIALS STANDARDIZED 


In order to make the results in different localities 
comparable, it was essential first to standardize all 
products. Esmond R. Long of the University of 
Chicago produced a synthetic medium composed of 
chemically pure ingredients of exactly known quan- 
tities and qualities for the growth of the bacteria. 
As no laboratory was equipped to grow the bacteria 
in quantities sufficient for the desired analyses, two 
manufacturers, the H. K. Mulford Company and 
Parke, Davis & Company, generously undertook to 
grow and supply such raw materials. Both the 





Exhibit illustrating fractioning of tubercle bacillus. 


Ingredients of Long’s media. 

Long’s media. 

Tubercle bacillus culture on Long’s media. 
Bacterial filtrate. 

Protein 304-F precipitated from filtrate. 
Bacteria precipitate (tubercle bacilli). 

Pure chemical products derived from bacteria. 


—Courtesy H. K. Mulford Co. 
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bacteria and the synthetic media in which they are 
grown are subjected to research, the latter to deter- 
mine the chemical changes occurring as the result of 
the metabolism of the bacteria. Up to the present 
time, five varieties of bacilli have been produced and 
subjected to analysis—human tubercle bacillus H-37, 
the bovine, the avian, non-specific timothy grass, and 
lepra bacilli. After filtration, the bacteria are shipped 
to Sterling Chemical Laboratory at Yale University 
and the filtrate to the Department of Pathology of 
the University of Chicago. 





J wa 


-_ a tom .e Gis fe 





930 


is 


ng 
nd 
or: 


al 
yr- 
aT 
ly 
b- 
of 
er 





Volume 203 
Number 13 


EDITORIAL DEPARTMENT 655 





BACILLUS IS FRACTIONED 


Under the direction of Treat B. Johnson of Ster- 
ling Laboratory, the bacterial residue is broken up 
into isolated fractions, or pure substances, some of 
which were hitherto unknown to chemistry. Sim- 
ilarly, at the University of Chicago, the filtrate, or 
medium, is subjected to chemical disintegration. 
These several fractions are then sent to the Rocke- 
feller Institute, where, under the direction of Flor- 
ence R. Sabin, they are tested out individually on 
animals for their physiological effects. At the same 
time, a clinical study is made of the fractions by 
David R. Lyman of Gaylord Farm Sanatorium. 

Thus far, there has been isolated from the bacteria 
and from the medium on which they were grown a 
pure protein substance which produces the skin reac- 
tion typical of tuberculin. It has also been shown 
that a certain fat fraction stimulates the growth of 
the monocyte (the cell in which the tubercle bacillus 
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Chart illustrating fractioning of timothy bacillus (control 

scans —Courtesy Parke, Davis € Co. 
grows and is conveyed) far beyond the rate of growth 
of other cells. It has further been demonstrated 
that the sugar fractions or polysaccharides of the 
tubercle bacillus are chiefly responsible for the fever 
and rapid pulse and that they possess a killing power 
for tuberculous animals. It appears also that it is 
the polysaccharides which determine the distinctions 
between the human, bovine, and avian types of tu- 
bercle bacillus. The task of testing and classifying 
the biologic effects of all the types of bacillus is still 
in its early stages. 


CHEMISTRY OF BODY CELLS 


The changes in living cells brought about by the 
action of the tubercle bacillus are being studied by 
R. S. Cunningham at Vanderbilt University. The 
fact that tuberculosis is finally a problem of the liv- 
ing chemistry of the tubercle bacillus in symbiotic 
existence with the living chemistry of body cells 
has led to this attempt to study the influences of 
various substances on the several types of cells com- 
posing the body. Supplementing Dr. Cunningham’s 
work, Eugene F. DuBois and Paul Reznikoff of Cor- 
nell University are making a comparative record of 


the respiration rate of the living tubercle bacilli and 
of body cells, both before and after infection with 
tubercle bacillus. (Comment: If, for example a 
means could be found for disturbing or disrupting 
the synchronism of the respiration rate of the tu- 
bercle bacillus and the monocyte, which is the host of 
the bacillus, the bacillus would probably perish be- 
fore it had been conveyed to the soil on which its 
growth is possible.) 

Ross G. Harrison and George A. Baitsell of Yale 
University are carrying on a study of scar tissue pro- 
duction, which is so important a factor in tubercle 
production. “It would now appear,” they report, 
“that the finer chemistry of the development of the 
fibrils in the ground substances and fluids: of the 
body has many points in common with the fibrilla- 
tion of gelatin and blood clotting.” 


LATENT TUBERCULOSIS 


A study of latent tuberculosis was started by Eu- 
gene L. Opie at Washington University in 1923. 
Shortly after, Dr. Opie removed to Phipps Institute, 
where research in childhood type of tuberculosis is 
being continued as a contribution to the group proj- 
ect. Another study is being made at Johns Hopkins 
sHospital by E. A. Park on tuberculosis in infancy. 

L. Van Es at the University of Nebraska Agricul- 
tural College is studying the distribution of avian 
tuberculous infection in mammals other than swine. 

Ernest L. Walker of the University of California 
investigated the therapeutic value of chaulmoogra 
oil, which study was discontinued when it was proved 
that this remedy, so potent in leprosy, has no effect 
on tuberculosis. 

In his conclusions, the author states: “The work, 
although now pursued for a number of years, may 
still be ccnsidered to be in its infancy. Whither it 
leads, it would be idle to speculate. I believe it is 
no breach of confidence to say that in a recent state- 
ment to me Dr. Sabin remarked that she did not 
know when she had been so deeply thrilled as by 
the possibilities of this extensive study and the re- 
sults toward which it might be leading.’—Research 
in Tuberculosis, Kendall Emerson, M.D., Jour. of the 
A. M. A., Mar. 15, 1930, Vol. 94. 





THE DEDICATION OF THE SIXTH HEALTH 
UNIT IN BOSTON 


Dedication exercises were held at the opening of 
the Sixth Health Unit established through the George 
Robert White Fund, on Monday, September 15, 1930, 
in the auditorium of the new Unit at Blossom and 
Parkman streets, Boston. A company of some three 
hundred filled the auditorium of the new Unit to 
overflowing. General Edward L. Logan, Manager of 
the White Fund, presided. 

The invocation was delivered by Rabbi Samuel J. 
Abrams of Temple Ahabei Shalom. 

The architects of the new Unit, Coolidge, Shepley, 
Bulfinch & Abbott, were represented by Lewis B. 
Abbott who, with an appropriate speech, presented 
the keys to the Trustees of the Fund. 

Hon. Henry I. Harriman, President of the Boston 
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Chamber of Commerce aid a member of the Trus- 
iees of the White Fund, received the building and in 
turn formaliy presented it to the City of Boston. 

Hon. James M. Curley, Mayor of the City of Bos- 
ion, accepted the gift on behalf of the City. Mayor 
Curley reminded the audience that the whole plan of 
health units in Boston was conceived at a meeting 
held about fifteen years ago with Dr. Richard Cabot, 
Health Commissioner, Dr. Francis X. Mahoney and 
Dr. Charles F. Wilinsky, Deputy Commissioner. The 
original health unit the Mayor said was established 
ir 1915 near the site of the new Blossom Street Unit. 
It was an experiment but was so successful that it 
was made permanent and was the beginning of a 
series of health units which have been copied not 
only in many of the cities in America but in some 
of the large cities of Europe, South America and 
Australia. Mayor Curley paid a touching tribute to 
the late George Phelan who was for a number of years 
Manager of the Fund. 

A touch of color and added interest was lent to 
the affair by the presence of His Lordship, Honorable 
Reuben Salter, Mayor of Boston, England, who was 
introduced to the audience by Mayor Curley. 

The Mayor also introduced Lt. Governor Honorable 


. * . 
Hugh McLean of New Brunswick, a visitor in Bos- 


ton for the Tercentenary Week. 

Dr. Francis X. Mahoney, Health Commissioner, em- 
phasized the fact that the health units established 
under the White Fund were educational institutions 
and function for the training of the public in an un- 
derstanding and practise of health conservation. 
Commissioner Mahoney drew a contrast between the 
manner in which public health measures were re- 
ceived in the early days and the almost universal en- 
dorsement of them now. He cited the instance of the 
first milk inspectors of the City of Boston who 
went up into the country to inspect the sources of 
the milk supply. These inspectors were often greet- 
ed by the farmers with much hostility and some of 
them were attacked with pitchforks. Dr. Mahoney 
pledged the full facilities of his Department to mak- 
ing the Blossom Street Health Unit as successful as 
its predecessors have been. 

Dr. Charies F. Wilinsky, Deputy Health Commis- 
sioner, who is in immediate charge of the work of 
the health centres, paid a tribute to the memory of 
George Robert White for making the health units 
possible ana to Mayor Curley for his unflagging sup- 
vort in establishing and building up the health unit 
system of the city. 

Hon. John I. Fitzgerald, member of the City Coun- 
eil of Boston who represents the district in which 
the new health unit is located, told of the beneficial 
results to the district from the original Blossom 
Street Unit and of the efforts to have the new building 
located in che district. Mr. Fitzgerald paid an elo- 
quent tribute to the physicians and surgeons who 
through many years have given freely of their serv- 
ices to the people of the West End. 

The dedicatory address of the day was delivered 
by Lee K. Frankel, Ph.D., Vice-President of the Metro- 


being made to publish this address in a later issue of 
this Journal. 

The benediction was pronounced by Reverend 
Charles P. Heaney, Pastor of St. Joseph’s Church, 
Boston. 

Following the formal exercises a luncheon for the 
speakers and other distinguished guests was held at 
Hotel Ritz-Carlton. At this luncheon Dr. Milton J. 
Rosenau of Harvard Medical School was one of the 
speakers. 





A PRIZE ESSAY ON “THE FUTURE OF 
MEDICINE” 

A few months ago the Editors of Clinical Medicine 
and Surgery of North Chicago, invited American phy- 
sicians to contribute essays on “The Future of Med- 
icine,” in competition for a first, second and third 
prize. 

A number of manuscripts were received and pub- 
lished in the July issue of Clinical Medicine and Sur- 
gery. The judges were the readers of the magazine. 

The ballots had to be in by August 30 and the 
awards have now been made as follows: 

First prize—S. Adolphus Knopf, M.D. (Univ. N. Y. 
and Paris), New York. 

Second prize—Edward 
F.A.C.S., Chicago. 

Third prize—J. Lewis Webb, M.D., Chicago. 


H. Ochsner, B.S., M.D., 





PLANS FOR 1930 SEAL SALE 


According to present prognostications the 1930 or 
24th annual Christmas seal sale will be put over with 
many new features and more than the usual enthu- 
siasm. In spite of the stock market slump, non-em- 
ployment, lack of rain—which all have their influ- 
ence on the public mind when it comes to answer- 
ing the call for funds to be used in a work like ours— 
the present economic trend is not felt to be gloomy 
by many authorities on economic conditions. The 
very fact that the gift unit is small in the seal sale 
is in our favor. In 1929, even in the face of the pub- 
lic’s pessimistic state of mind, people gave quite as 
liberally to our work as they had in the past. The 
total seal results were $5,534,297.78. There is no rea- 
son to suppose that the seal sale of 1930 will not be 
a success.—Bulletin National Tuberculosis Associa- 
tion. 





WEEKLY HEALTH INDEX 


Telegraphic returns from 77 cities with a total 
population of thirty-four million for the week ending 
August 30, indicate a mortality rate of 10.3 as against 
a rate of 10.4 for the corresponding week of last 
year. The highest rate (18.4) appears for Denver, 
Colo., and the lowest (4.5) for Fort Worth, Tex. The 
highest infant mortality rate (136) appears for Den- 
ver, Colo., and the lowest for Lowell, Mass., New 
Bedford, Mass., Spokane, Wash., and Tacoma, Wash., 
which reported no infant mortality. 

The annual rate for 77 cities is 12.3 for the thirty- 
five weeks of 1930, as against a rate of 13.1 for the 
corresponding weeks of 1929.—Department of Com: 
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CORRESPONDENCE 


A CRITICISM AND A SUGGESTION 


Editor of the N. E. Journal of Medicine, 
Dear Sir: 

Having been unfortunate enough to contract a mild 
attack of influenza I was forced to keep abed for one 
day and, while so doing, the following thoughts came 
to my mind. As you will notice one is a criticism, 
and one a constructive thought. 

First, I had occasion to read awhile ago in your 
journal an article on Vincent’s Angina.* I have for- 
gotten the author’s name and outside of a few essen- 
tials I have forgotten most of the text. The one thing 
I cannot forget is that he recommended a preparation 
named Vince, as he said, an excellent preparation of 
sodium perborate. Since he wrote this article I and 
perhaps a number of other doctors have been re- 
ceiving biweekly a sample of this excellent com- 
pound. I have not a copy of the New and Non-official 
preparations but I Know that it is not acceptable be- 
cause its name stands for a simple chemical which 
does not need a nickname. How did your editorial 
staff allow such an exploitation of the medical pro- 
fession? The author, unwittingly I hope, named 
this preparation and at the same time the profes- 
sion began to receive pretty blue boxes to hand to 
patients and each box had full directions and en- 
dorsements. I, as a subscriber, object to the use of 
the Journal as a buiider of patent medicines. If 
your staff allows this to get by they are deficient in 
their duties. I have been through the aspirin cam- 
paign and don’t care to pay for a Vince Journal. 
That article was for the general practitioner’s eyes 
and he is the one that hasn’t time to tear the wrap- 
per off the can. I asked a leading druggist if he 
kept sodium perborate and he said yes and he also 
had to stock Vince although he knew that both were 
identical. As he had Merks I could not see how it 
could be bettered by naming it Vince. Why did the 
author bring in this Vince? Isn’t it just as easy to 
write sodium perborate and put in a few drops of 
peppermint? It’s a shame after all the hard work 
of the A. M. A. to keep the drugs pure from deceit. 

Second, after this was out of my system I felt 
better and in looking over some old numbers of the 
Journal I saw quite a few articles that I wanted to 
save for future reference. I cut these out as it is 
hard to file and sort out the entire Journal. It came 
to my mine that it would be a good idea at the end 
of each mcnth, or as convenient, to send out to 
those that asked for them, a copy of whatever arti- 
cle they were interested in. This could be done at a 
small cost and would preserve the reference in bet- 
ier shape. At present I receive at various times 
articles and reprints, in some of which I am not 
interested and so they are wasted. 

In conclusion I wish to warn the profession to 
beware of this infringement on their generosity, 
read the wrapper and can that is sent you and if 
you want to advertise this preparation hand it to 
your patient if not throw it in the wastebasket. 


*New England Journal of Medicine, Vol, 202, No. 16, page 768. 


Sodium perborate is good enough for anyone and 
doesn’t need any Sunday hat. Thanking you. 

PauL NETtTLe, M.D. 
Bradford, Mass. 





ARTICLES ACCEPTED BY THE AMERICAN 
MEDICAL ASSOCIATION COUNCIL ON PHAR- 
MACY AND CHEMISTRY 


535 North Dearborn Street, Chicago, III. 
August 29, 1930. 
Managing Editor, 
The New England Journal of Medicine: 
In addition to the articles enumerated in our letter 
of July 26 the following have been accepted: 


International Vitamin Corporation 
I. V. C. Vitamin Concentrate of Cod Liver Oil. 


National Drug Co. 
Antimeningococcic Serum. 
Parke, Davis & Co. 
Gas—Gangrene Antitoxin (Combined) Refined 
and Concentrated. 
Soluble Gelatin Capsules Parke, Davis & Compa: 
ny’s Standardized Cod Liver Oil, 10 minims. 
Soluble Gelatin Capsules Parke, Davis & Compa- 
ny’s Standardized Cod Liver Oil, 20 minims. 
Soluble Gelatin Capsules Parke, Davis & Compa- 
ny’s Standardized Cod Liver Oil, 2.5 Gm. 
Soluble Gelatin Capsules Parke, Davis & Compa- 
ny’s Standardized Cod Liver Oil, 5 Gm. 


G. D. Searle & Co. 
Chiniofon-Searle 
Tablets Chiniofon-Searle, 0.25 Gm. (4 gr.) 
C. M. Sorensen Co., Inc. 
Inhalant Chloretone Creosote and Eucalyptol- 
Sorensen 


Spicer & Co. 
Tartro-Quiniobine 
Tartro-Quiniobine Ampules, 2 cc. 


White Laboratories, Inc. 
White’s Cod Liver Oil Concentrate 


Nonproprietary Articles 
Quinine Bismuth Iodide 
Sodium Potassium Bismuthyl Tartrate 


The following article has been exempted and in- 
cluded with the List of Exempted Medicinal Articles 
(New and Non-official Remedies, 1930, p. 477): 

C. M. Sorensen Co., Ine. 
Inhalant Pine Camphor and Eucalyptol-Sorensen 
Yours truly, 
W. A. PuckKNER, Secretary, 
Council on Pharmacy and Chemistry. 


_— 
=<—_ 


NEWS ITEMS 


APPOINTMENT OF DR. H. EDWARD Mac- 
MAHON TO THE POSITION OF PROFESSOR OF 
PATHOLOGY AND BACTERIOLOGY OF TUFTS 
MEDICAL AND DENTAL SCHOOLS—Dr. Mac- 
Mahon comes from London, Ontario, receiving his 
A.B. and M.D. degrees from the University of West- 








ern Ontario. He interned at the Montreal General 
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Hospital and began his work in pathology there. He 
spent three years with Dr. Mallory in the Pathologi- 
cal Department of the Boston City Hospital. For 
the past fifteen months he has been studying in Ger- 
many at the Institutes of Pathology in the Univer- 
sities of Hamburg and Berlin. He has contributed 
to the American Review of Tuberculosis, Medical 
Clinics of North America and American Journal of 
Pathology, serving as assistant editor of the latter 
Journal for a year. 





THE PETITION OF DR. J. N. TESSIER FOR RE- 
INSTATEMENT BY THE BOARD OF REGISTRA- 
TION IN MEDICINE—Dr. Joseph N. Tessier of New 
Bedford, Mass., whose registration as a physician in 
Massachusetts was revoked several years ago ap- 
peared before the Board of Registration in Medicine 
and asked to have his registration restored, Thurs- 
day, September 11, 1930. 


The Board declined to grant his request. 


<i 
~ pe 


NOTICES 





WANTED 


The address of Ernest Gregory, because mail is 
accumulating in this office for him. 





CLINICS AT THE PETER BENT BRIGHAM HOS- 
PITAL OPEN TO THE MEDICAL PROFESSION 


Beginning on Thursday, October second, and con- 
tinuing on Thursdays through May 1931, at 3:30 
P. M. in the amphitheatre of the Peter Bent Brigham 
Hospital there will be a series of amphitheatre clinics 
open to the general profession without fee or the 
formality of registration. 

These clinics during the year will cover Diseases 
of the Stomach, of the Intestine, Gall Bladder, the 
Liver, Bones, Muscles, the Endocrine Glands, and 
Disturbances of Metabolism. In addition striking or 
unusual conditions will be shown as they occur in 
the hospital. 

These clinics will be conducted by Dr. Henry A. 
Christian, Hersey Professor of the Theory and Prac- 
tice of Physic, Harvard Medical School, and Physi- 
cian-in-chief of the Peter Bent Brigham Hospital, 
Boston, Mass. 


NOTICE OF YXAMINATION FOR ENTRANCE 
INTO THE REGULAR CORPS OF THE UNITED 
STATES PUBLIC HEALTH SERVICE 





Examination of candidates for commission as As- 
sistant Surgeon in the Regular Corps of the U. S. 
Public Health Service will be held at the following- 
named places on the dates specified: 





At Washington, D. C., November 3, 1930. 
At Chicago, Ill., November 3, 1930. 

At New Orleans, La., November 3, 1930. 
At San Francisco, Cal., November 3, 1930. 


Candidates must be twenty-three years and not 
over thirty-two years of age. They must have been 
graduated in medicine at a reputable medical college, 
and have had one year’s hospital experience or two 
years’ professional practice. They must satisfac- 
torily pass oral, written, and clinical tests before a 
board of medival officers, and undergo a thorough 
physical examination. 

Successfui candidates will be recommended for ap- 
pointment by the President, with the advice and 
consent of the Senate. 

Request for information or permission to take this 
examination should be addressed to the Surgeon 
General, U. S. Public Health Service, Washington, 
D. C. 

H. S. Cummrne, Surgeon General. 





UNITED STATES CIVIL SERVICE 
EXAMINATIONS 


The United States Civil Service Commission an- 
nounces the following open competitive examina- 
tions: 


Social Worker (Psychiatric), $2,000 a Year 
Junior Social Worker, $1,800 a Year. 


Applications for social worker (psychiatric) and 
junior social worker must be on file with the United 
States Civil Service Commission, Washington, D. C., 
not later than December 30, 1930. 


The examinations are to fill vacancies in Veterans’ 
Bureau hospitals throughout the United States. 


The entrance salaries are as stated above. Higher- 
salaried positions are filled through promotion. 


The duties will be to investigate history and envi- 
ronmental conditions of patients; to analyze and 
submit data to the physician to aid him in arriving at 
a definite diagnosis and in outlining a course of 
treatment; to consider, report upon, and treat the 
social environment to which a convalescent patient 
may go or be expected to go. 


Also Medical Officer 
Associate Medical Officer - 
Assistant Medical Officer 


Applications for medical officer, associate medical 
officer, and assistant medical officer must be on file 
with the United States Civil Service Commission, 
Washington, D. C., not later than December 30, 1930. 


These examinations are to fill vacancies in the 
Veterans’ Bureau, Public Health Service, Coast and 
Geodetic Survey, Panama Canal Service, and Indian 
Service. 


Full information may be obtained from the United 
States Civil Service Commission, Washington, D. C., 
or from the Secretary of the United States Civil 
Service Board of Examiners at the post office or 
customhouse in any city. 
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LAWRENCE CANCER CLINIC 


There will be a Demonstration Clinic with a Boston 
consultant in attendance, upon the occasion of the 
regular session of the Lawrence Cancer Clinic, at 
the Lawrence General Hospital, 1 Garden Street, 
Lawrence, Massachusetts, on Tuesday, October 7, at 
10 A. M. sharp. 

Physicians in the jurisdiction of Essex North Dis- 
trict Medical Society are invited to be present, and 
to bring or send cases for diagnosis and advice. The 
profession in general will be welcome. 


J. Forrest BURNHAM, M.D., 
Chairman for the Committee. 
I — 


NOTICES OF MEETINGS 
The Massachusetts Medical Society 





STATED MEETING OF THE COUNCIL 


There will be a stated meeting of the Council 
in John Ware Hall, Boston Medical Library, 
Wednesday, October 1, 1930, at 12:00 o’clock 
noon. 


Business: 
1. Reading record of last meeting in abstract. 
2. Report of Committee of Arrangements. 
3. Report of Committee on Membership and 


Finance. 

Petitions for restoration to Fellowship. 

Report of Committee to consider the regis- 
tration laws of the various states. 

A revised list of medical schools and col- 
leges as required by the By-Laws from 
candidates for Fellowship, submitted by 
the Committee on Medical Education 
and Medical Diplomas. 

Consideration of the report to the Council, 
June 17, 1930, of the Committee on 
Clinics, Health Associations, and In- 
dustrial Clinies. 

As regards these the Chair sum- 
marized the three recommendations from 
the report as follows: 1. The Committee 
suggests that the Council should direct 
that a copy of the earlier part of this re- 
port be sent to the special Clinics and 
Health Associations, and Industrial Clin- 
ies of this State. 2. As aids to the ef- 
fective and happy coordination of the 
activities of the health agencies and prac- 
ticing physicians, the Committee makes 
two recommendations. (a) As far as 
possible, the Medical Society, or its 
branches, should undertake the medical 
responsibility, or at least supervision, of 
these special clinics. (b) The Medical So- 
ciety, should in every way possible develop 
activities looking toward postgraduate in- 
struction of the profession. The report in 
full appeared in the Proceedings of the 
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Council in the New England Journal of 

Medicine, issue of July 10, 1930. 

(Note). No suggestions with reference to this 
report have been received by the Secretary 
in accordance with the vote of the Council. 

8. Report of Committee to consider what 
changes if any are necessary or desir- 
able in the boundaries of the Bristol 
North and Plymouth Districts. 

9. Appointment of Auditing Committee. 

10. Incidental Business. 
Water L. Burrace, Secretary. 
Brookline, September 24, 1930. 





AMERICAN PUBLIC HEALTH ASSOCIATION 


Two hundred speakers will address the fifty-ninth 
annual convention of the American Public Health 
Association in Fort Worth, Texas, October 27-30. 

Health Officers, Sanitary Engineers, Physicians, 
Scientists, and others, from all parts of U. S., Can- 
ada and Mexico will attend. 

44 Sessions will be held on Epidemic Control, Dis- 
ease Prevention, Child Hygiene, Public Health Engi- 
neering and Industrial Hygiene, including Sympo- 
siums on Meningitis, Atmospheric Pollution, Undu- 
lant Fever, Metals in Foods, and Typhoid. 

Manufacturers’ Exhibit of Products and Equipment 
used by Health Departments will be an important 
feature of the Convention. 

Other features will be a Texas Barbecue and Rodeo, 
inspection trips to local water and sewage disposal 
plants and hospitals, special trips to other Texas 
cities and a nine-day all-expense tour to Mexico City 
upon invitation of Mexican Public Health authori- 
ties, 


_— 
— 





SOCIETY MEETINGS, 
CONGRESSES AND CONFERENCES 


March-October — International Medical Postgraduate 
Courses in Berlin. Complete notice appears on page 853, 
issue of October 24, 1929. 

September 26-27—New England Surgical Society. De- 
tailed notice appears on page 611, issue of September 18. 

October 13-17—Clinical Congress of the American Col- 
lege of Surgeons. Complete notice appears on page 1175, 
issue of June 12. 

October 20-24—International Assembly of the Interstate 
Postgraduate Medical Association of North America. De- 
tailed notice appears on page 291, issue of August 7. 

October 20-31—Third Graduate Fortnight of the New 
York Academy of Medicine. Detailed notice appears 
on page 547, issue of September 11. 

October 22, 23, and 24—The Annual Convention of the 
American Academy of Physical Therapy. Complete no- 
tice appears on page 498, issue of September 4. 

October 27-30—The American Public Health Association. 
Detailed notices appear on page 1271, issue of Decem- 
ber 19, 1929, page 547, issue of September 11, and 
elsewhere on this page. 

March 23-27, 1931— Fifteenth annual clinical session 
of the American College of Physicians. Detailed notice 
appears on page 790, issue of April 17. 

July 27-31, 1931—Third International Congress of Radi- 
ology, Paris. Complete notice appears on page 385, issue 
of August 21. 


DISTRICT MEDICAL SOCIETIES 


Bristol North District Medical Society 


April 16, 1931—Taunton Woman’s Club. 
September 17, 1931. 
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Franklin District Medical Society 


November, 1930-May, 1931—The meetings are held on 
the second Tuesdays of November, January, March and 
May at 11 A. M. at the Weldon Hotel, Greenfield. 


Middlesex East District Medical Society 
October 8—Joint meeting with Middlesex North and 
Essex North and South. 
November 12—New England Sanitarium and Hospital, 
Stoneham. 
January 14, 1931—Harvard Club of Boston. 
March 11, 1931—At Reading. 
May 13, 1931—At Wakefield. 
Middlesex South District Medical Society 
September 25—Fall Tournament of the Middlesex South 


District Medical Golf Association. Detailed notice ap- 
pears on page 612, issue of September 18. 


BOOK REVIEWS 








Tuberculosis Among Children. By J. AnrTHUR MYERS, 
M.D. Published by Charles C. Thomas, 220 E. 
Monroe Street, Springfield, Ill. Price, $3.50. 


This volume is a short, concise book of some 200 
pages, excellent plates, very complete bibliography 
at the end of each chapter, well printed and gotten 
out in every way. The following extracts from Dr. 
Myers’ preface give the general idea of the book 
and the nature of the plea which he makes in it. 
For instance, “Just as long as children, who have 
been exposed to tuberculosis, are neglected there will 
continue to be a crop of tubercle bacilli causing great 
destruction among young adults and spreading to the 
bodies of more children’. ‘In the period of infancy 
and childhood lies the fountain head of tuberculosis”. 
“The minds of children are impressionable and re- 
tentive. Therefore, the teachings of physicians not 
only register but also remain throughout the life 
of the individual”. 

The book is divided into three parts. - The first part 
is in seven chapters and considers, “Congenital Tu- 
berculosis’, “Exposure to Tuberculosis and Tubercu- 
lous Infection’, ‘‘Diagnosis of Tuberculous Infection”, 
“Allergy and Immunity”, “Childhood Type of Tuber- 
culosis in Infancy”, “Other Forms of Tuberculosis 
in Infancy and their Prevention” with a spe- 
cial chapter by Dr. C. A. Stewart on “Tuberculous 
Meningitis”. Part Two in five chapters takes up 
tuberculosis in childhood under the headings: ‘“In- 
cidence of Tuberculous Infection in Childhood”, ‘‘Tu- 
berculous Lesions in the Chest in Childhood 
and Other Lesions” with special chapters by Dr. 
Paul W. Giessler on “Tuberculosis of the Bones and 
Joints” and by Dr. C. A. Stewart on “Chronic Non- 
Tuberculous Basal Pulmonary Diseases in Child- 
hood’. In this chapter Dr. Stewart states that “a 
coexisting bronchiectasis usually requires the intra- 
tracheal” (the word being spelled wrong in the book) 
“introduction of iodized oil for its demonstration”. 
The majority of physicians would agree with the re- 
viewer that a diagnosis of bronchiectasis should be 
perfectly possible and easily made without going 
through the unpleasant procedure of iodized oil. He 
calls attention to the very important fact that dis- 
eased sinuses are found in practically 100 per cent. 
of the children having chronic non-tuberculous basal 
pulmonary disease. He does not mention tonsils and 





adenoids which most of us believe to be of equal 
importance. In Part Three, consisting of four chap- 
ters, Dr. Myers discusses ‘‘Tuberculous Infection in 
the Teen Ages’, “Tuberculous Lesions in the Chest 
during the Teen Ages’, “A Family Disease’, and 
“Some Dangers to Children from Tuberculosis Among 
Elderly People”’. 

He is firmly conyinced of the value of a negative 
tuberculin test in ruling out tuberculosis in any form 
not only in children but in adults and elderly people. 
Despite his quotations from Dr. Allen Krause sup- 
porting this view, many physicians are of the opin- 
ion that clinical evidence with repeated examinations 
and a carefully conducted history-taking are of in- 
finitely more value than a negative tuberculin test 
except in children. 

On the whole, however, the book is an excellent one 
and should prove of the greatest value in every way. 


Handbook oj Pediatric Procedures. By FrRANcis Scott 
SmytH, M.A., M.D., Associate of Pediatrics, Uni- 
versity of California; Pediatrician-in-chief, Univer- 
sity of California Hospital and Out-Patient Depart- 
ment; and Epiry I. M. IrvINE-JONES, M.B., Ch.B., 
Instructor in Pediatrics, Washington University 
School of Medicine; Assistant Physician, St. Louis 
Children’s Hospital, etc. The Macmillan Company, 
New York. Price $2.50. 

This handbook, covering the physical examination, 
laboratory diagnosis and therapeutic procedures in 
pediatrics will be gratefully received by those who, 
like the reviewer, have hopelessly searched first their 
memories and then a five-foot shelf of text books to 
find the proper concentration and amount of magne- 
sium sulphate to use in tetanus or the exact method 
of citrating blood for a transfusion. 

Diagnosis and treatment have become so technical 
that now none but the hospital house officers can 
remember them all out of hand. The rest of us, 
unless we are memory prodigies, are bound to forget 
the details of procedures which we are rarely called 
upon to employ. This compact little book comes like 
a guiding light in the wilderness. 


Minor Surgery. By Artruur E. HERTZLER and VICTOR 
E. Ciresky. Second Edition. Published by C. V. 
Mosby Company. Price $10.00. 


This is a very carefully prepared and very com- 
plete work on the subject. It is profusely illustrated 
with very excellent illustrations and is written in an 
unusually clear and concise manner. Unfortunately, 
however, the book is open to the same criticism as 
most of the older books on the subject. In order to 
insure perfect completeness, the authors have in- 
cluded many subjects which do not properly fall 
under the head of minor surgery and would be bet- 
ter considered under major surgery or in a textbook 
on the specialty to which they belong. The inclusion 
of these subjects have forced the authors to be a 
little too brief in their discussion of the treatment 
of some minor surgical lesions. Nevertheless, it 
is an excellent book of reference and there should be 
a place for it on every physician’s book shelf. 
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